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Dental health standards 
will be improved...not by com- 
pulsory health insurance but by 
scientific research, education and 
the application of preventive and 
control measures. 
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fa SPECIAL SUPPLEMENTAL ISSUE OF THE JOURNAL 
oF THE AMERICAN DENTAL ASSOCIATION is published for the information of the 
millions of Americans who value dental care as an essential health service. It is 
published to lay before the dentist and the patients whom he serves the facts and 
fallacies of a program which can seriously affect the welfare of the individual, 
the family, the state and the nation. 

The present administration’s espousal of federal compulsory health insurance— 
an untried system here and one that has had the most dubious results abroad— 
represents a dangerous willingness to experiment with the health of the people for 
the sake of political advantage. It is not a product of those who have had life-long 
experience in the actual provision of dental and medical care. It is a program 
designed by laymen with a sharp eye on the political profit inherent in promising 
something for nothing. 

The best control for such dangerous experimenting is knowledge, on the part of 
the public and on the part of the health professions. This special issue provides 
such knowledge. It is the task of all readers who believe in professional health care 

as opposed to political health care—to spread such knowledge to all the people. 
lhe traditional common sense of the average American makes all panaceas sus- 
pect. Compulsory health insurance at the federal level should be recognized for 
what it is, a panacea that can mask the dangerous symptoms of real health needs 
until the present effective American mechanism for maintaining health will not be 
able to respond to the increasing calls for public service which every profession 


finds always before it. 


L. W. M. 
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GENESIS 

OF 
COMPULSORY 
HEALTH 
INSURANCE 


COMPULSORY HEALTH 


DIENCY IN 
rHe 


COUNTRIES ON 


rHIS TYPE OF SERVICE 


LATIONS AND RESTRICTIONS, 


OF HEALTH CARE. 


health insurance is not 
new. Its origins date back to 1883, 
Bismarck, the “Iron 
of Germany, introduced the 
that Bismarck, an 


imperialist, was concerned 


OMPULSORY 


when Otto von 
Chancellor” 
system in country 
ardent less 
over the personal health and social wel- 
fare of his people than over the growing 
the Social 


party, which had begun to embarrass the 


popularity of Democratic 


ruling classes. His espousal of compul- 
sory health insurance was merely an ef- 
fort to combat the new political party 
and to cement the loyalty of the workers 
Che Social 
Democrats opposed Bismarck’s proposals, 


to the Hohenzollern regime. 


and rightly insisted that his scheme did 
not attack the causes of misery but dealt 
only with its results 

Despite the opposition ol the Social 
Democrats and of many leaders of labor 
unions, Germany’s social insurance pro- 


gram grew slowly but steadily until the 
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INSURANCE 
GERMANY SIXTY YEARS 
THE 
INCLUDES AN 


A brief history 
of compulsory health 
insurance in 


other countries 


WAS BORN OF POLITICAL EXPE- 


AGO, THEN SPREAD TO MANY OI! 


CONTINENT. EUROPE’S EXPERIENCE WITH 


EXCESS OF GOVERNMENT REGUL- 


HIGHER TAXES AND LOWERED STANDARDS 


end of the nineteenth century, afte 


which it moved faster every yea It 


suffered a severe relapse during World 
War I, but increased in popularity du 


ing the 1920’s. Increases in services and 


in number of participants were matched 
by an increase in governmental regula- 
Changes in laws and pronounce- 
afte! 
that the government was forced to pub 


tions 


ments were sO numerous the wai 
lish them in a catalog rather than a book 
One authority® asserted that “there is mn 
longer a single specialist in Germany wh« 
knows even superficially the principa 


features of social insurance.” 


t. Sulzbach, Walter, German perience t th § 
Insurance New York Nationa! Industrial Confere 
Board, Inc., 1947 

2. Simons, A. M Insurance, State and Panel Sy 


tems for Medical and Dental Care as Now in Existence 


].A.D.A. 18:2104 (Nov 193! 

;. Kaskel, quoted by Kumpmann, K., Sozialversic! 
erung oder Sozialversorgung K dlner up 
Vierteljah hrift 3:29, 1924. 
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Genesis cf Compulsory Health Insurance 


Bismarck’s program made scant pro- 
vision for dental service. Workers were 
provided dental care only if the attend- 
ing physician prescribed such service in 
order to restore the patient to working 
efficiency. This resulted in overemphasis 
on extractions and dentures and neglect 
of preventive measures. Even during the 
most prosperous years of the German 
compulsory health insurance system, it 
furnished its beneficiaries only rudi- 
mentary dental care. 


Spread of the Idea 


Bismarck’s social experiment, despite 
its many faults, was copied by politicians 
in other, mostly European countries. By 
1930, twenty-four nations had adopted 
some form of compulsory health insur- 
ance, and eighteen had provided for 
voluntary insurance.” 

Denmark’s* voluntary subsidized health 
insurance scheme dates back to an act 
passed in 1892. It was based on the prin- 
ciple of inducing rather than compelling 
self help. Most of the Danish insurance 
societies provide all dental treatment ex- 
cept gold fillings and artificial dentures. 

France® adopted a compulsory health 
insurance program in 1930, making it 
applicable to industrial, commercial and 
agricultural workers. Voluntary insur- 
ance is available to small shopkeepers, 
farmers, artisans and self-employed non- 
manual workers. Participants are reim- 
bursed by the government for part of 
their dental service, according to an 
established fee schedule. 

Shortly after the turn of the century, 
Prime Minister David Lloyd George of 
Britain was faced with problems of so- 
cial unrest similar to those that had 
faced Bismarck in the 1870's. To assuage 
the workers he adapted Bismarck’s pro- 
sram to the needs of England. His 
scheme, which went into effect in 1912, 
was compulsory for manual workers and 
others who earned less than $1,000 per 
year. The worker contributed to the pro- 
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gram by purchasing stamps, part of the 
cost being financed by the employer. He 
was then entitled to certain medical 
services and sick pay, known as statutory 
benefits. The scheme® was centrally ad- 
ministered, by the National Health In- 
surance Commission, and insured persons 
were required to become members of 
“approved societies” or to deposit their 
contributions at the general post offices. 
Members of approved societies, in ad- 
dition to being eligible for statutory 
benefits, might receive “additional bene- 
fits” if funds were available. Dental care 
was considered an additional benefit, and 
not all societies made it available because 
of its cost. Most’ approved societies 
granted half the sum needed for dental 
treatment, and the patient bore the re- 
mainder of the cost, which was regulated 
by a scale of fees drawn up in 1922 
and modified from time to time through 
negotiation between representatives of 
the dental profession and the Minister 
of Health. 

Profound differences of opinion have 
been expressed by members of the pro- 
fession and the public regarding the 
dental benefits provided under the old 
British scheme. Some were satisfied with 
both the service and the regulations 
under which it was rendered. Others con- 
demned the governmental restrictions as 
responsible for the poor quality of serv- 
ice. American observers unanimously re- 
ported that dental health standards in 
Britain were infinitely inferior to those 
in the United States. In fact, some 
Americans dubbed British dental service 
under the old health act “blood and 
vulcanite dentistry.” 

On July 5, 1948, Great Britain abol- 
ished the old health plan and adopted 


a more comprehensive program, which 


The Health Insurance Doctor. 
1939, P 


4- Armstrong, B. N., 
Princeton, N Princeton University Press, 


102. 
5. Armstrong, B. N.,* p. 165. 
6. Rowlett, J. A. T 

J.A.D.A., 


The National Dental Service 


in Britain to be published. 


480 


is described in two articles in this issue. 
The blueprint of the new British Na- 
tional Health Service Act forms the basis 
for the latest Wagner-Murray-Dingell 
Bill (S. 5), now being considered by 
Congress. 


New Zealand's Program 


New Zealand’s’ interest in compulsory 
health insurance dates back to 1934, 
when the Hospital Boards’ Association of 
that country issued a tentative program 
for consideration. At a general election 
in 1935, all three of the contesting parties 
included a national health insurance 
plank in their platforms. The Labor 
party, which won by a large majority, 
adopted compulsory health insurance in 
1938. The program provides eight classes 
of health benefits: hospital treatment, 
mental hospital treatment, maternity 
service, roentgen diagnostic service, mas- 
sage and physiotherapy, pharmaceutical 
service, medical service and laboratory 
service. Dental treatment, unless pro- 
vided in the hospital, is not included. 

Since 1923, however, New Zealand has 
provided dental service for preschool and 


A 
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elementary school children, through den- 
tal nurses working under the supervision 
of full time dentists in the Health De- 
partment.* In February 1947, the service 
was extended to adolescents up to 19 
years of age. The plan does not includ 
dental care for adults. 


United States Proposal 


In 1935, the United States inaugu- 
rated a social security program, which 
did not, however, contain provisions for 
compulsory health insurance. In 1939, 
Senator Wagner of New York introduced 
the first of his compulsory health insur- 
ance bills in the Senate. During the past 
ten years five additional compulsory 
health insurance bills bearing his nam: 
as co-author have been presented to 
Congress. The latest bill, S. 5, was intro- 
duced in the Senate on January 5 of this 
year. An analysis of this bill appears in 
this issue. 


7. Shearon, Marjorie, Socialized Medicine: Neu 
Zealand’s Free Medical Benefits. Washington, D. C 
The Shearon Medical Legislative Service, 1948 

8. Saunders, J son News from New Zealand: Na 
tional Dental Service. J.A.D.A. 35:580 (Oct. 15) 1947 


Could the Cause Be Something for Nothing?—-A report by the Government Actuary, issued in 193: 


(Cmd. 3548), showed that the sickness and disablement experience of a group of approved 
societies during 1921-7 had been of a very disturbing character. Within these six years sickness 
benefit claims, measured by weeks of sickness, had risen for men by 41 per cent, for unmarried 
women by 60 per cent, and for married women by no less than 106 per cent. Disablement 
claims for unmarried women had doubled, while for married women they had jumped by 150 
per cent. The average duration of claims, ranging from four and a half weeks for men to over 
seven for married women, had not changed apparently, but the percentage of members 
claiming in each year had increased more or less steadily. Actually, of every thousand insured 
married women, 430 drew either sickness benefit or disablement benefit or both in 1927 
Evidence regarding the numbers of recurrent claimants drawing year after year as much or 
nearly as much as the regulations would permit, suggested that the National Health Insuranc« 
Scheme was either being deliberately exploited by a minority of the contributors, or that it was 
being unduly burdened by the defects of other health services and of other social assistanc: 
services, or both.—S. Mervyn Herbert, Britain’s Health. Harmondsworth, Middlesex, England 
Penguin Books Limited, 1939 
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MILESTONES 


A Resume of 
Health Laws 
passed and 
proposed during 
the past 40 years 


Kenneth A. Easlick 


DENTISTRY CAN BE PROUD OF THE PROGRESS WHICH IT HAS MADE 


DURING THE PAST FORTY YEARS IN EXTENDING ITS SERVICES AND 


PROTECTING PUBLIC INTEREST. MUCH OF THIS PROGRESS HAS BEEN 


PUNCTUATED WITH LEGISLATIVE BATTLES WAGED FOR GOOD LAWS AND 


AGAINST POOR ONES, 


ARTICLE. 


REVIOUS TO 1939, few dentists knew or 
even thought much about the prob- 
lems of dental health economics. The 

operation of the laws of supply and de- 
mand, extension of dental care, Blue 
Cross benefits, compulsory health insur- 
ance, federal grants-in-aid, means tests, 
state dentistry, socialized medicine, in- 
dustrial health programs and systems of 
government—such problems had _ not 
troubled them. Dentists; along with the 
majority of other hard-working persons, 
had gone about their activities quite con- 
tent to live under a democratic govern- 
ment which permitted them the initiative 
to work out their own goals of success. 
With ail its readily recognized faults, the 
government suited the people. Most per- 
sons, dentists included, enjoyed their free- 
dom and liked their opportunities, even 
without the contrast of communist domi- 
nation of individual life to increase their 
ippreciation. 

Communism is no 

ountry; one Captain John Smith ini- 


new ism to this 


48! 


AS RECOUNTED BY 


THE AUTHOR OF THIS 


tiated it in the young colony of Virginia 
in the years immediately following 1607. 
He found it a miserable failure. No 
American, I am sure, wants to experi- 
ment further with such a system. Any 
comparison between living conditions in 
this country and those in the rest of the 
world will why many Americans 
react violently to the increasing emphasis 
on collective stability and security and 
the decreasing emphasis on individual 
initiative and opportunity. Yet the proper 
balance between collective security and 
difficult to de- 


show 


individual initiative is 
termine. 

Three steps are essential to achieving 
an answer to this question in the field of 
dental health: (1) a study of those mile- 
stones of the immediate past which point 
out the trend of the future: (2) the ac- 
cumulation of accurate information about 


Professor of dentistry, School of Dentistry U niver- 
sity of Michigan. 
1. Irons, E. E., Medicine and Economics. ].A.M.A. 


134:1021 (July 19) 1947 
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the size and the complexity of the prob- 
lem posed by any large extension of the 
supply of dental care for children, and 
(3) careful, unemotional choice of the 
path to be pursued. The first is the con- 
cern of this paper. 


First White House Conference 


Because of the relation of dental health 
economics to the general economic his- 
tory of the country, the period in which 
a young man named Henry Ford organ- 
ized a motor company in the Detroit 
area’ is a suitable point for beginning a 
study of the trend toward public provi- 
sion for dental health needs. In the very 
next year, on December 6, 1904, Presi- 
dent Theodore Roosevelt in his message 
to Congress voiced the opinion that “no 
Christian and civilized community can 
afford to show a happy-go-lucky lack of 
concern for the youth of today; for, if 
so, the community will have to pay a 
terrible penalty of financial burden and 
social degradation in the tomorrow.” 
Four years later, on Christmas day 1908, 
in response to a letter signed by eight 
persons nationally known for their inter- 
est in child welfare, Roosevelt issued in- 
vitations to more than 200 persons to at- 
tend the first White House Conference 
on Child Care.* The conference met in 
Washington, D. C., and discussed issues 
for two entire days, January 25 and 26, 
1909. No dentists were listed in the roster 
of participants, presumably indicating 
that dentistry had not attained a status 
to warrant participation in national 
health planning. Immediate steps were 
taken to implement one of the fourteen 
resolutions approved by this conference. 
Senate Bill 8323 (H.R. 24148), to estab- 
lish a federal children’s bureau in the 
Department of the Interior,* was intro- 
duced in Congress the same year. Federal 
interest in the health of children was 
growing out of the broad original interest 
in child welfare. This event is the first 
in the series of milestones that led to the 
adoption by the American Dental Asso- 
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ciation of its present third principle of 
national dental program planning. 

The second milestone to be noted is 
the establishment in 1912 of the Chil- 
dren’s Bureau in the Department of 
Labor (not the Department of the In- 
terior). The establishment of a special 
bureau to promote the optimal health of 
children was of worldwide significance, 
and many other countries later copied it 
and developed similar agencies. The 
Children’s Bureau has maintained its en- 
tity continuously for thirty-seven years, 
although it was transferred July 16, 
1946,° to the administration of the Fed- 
eral Security Agency. 

On May 5, 1919, ten years after the 
first White House conference, President 
Wilson called a second conference, under 
the auspices of the Children’s Bureau, to 
set up standards of child welfare. Eight 
large regional conferences followed, and 
their recommendations still are affecting 
legislation.® 


Sheppard-Towner Act 


Perhaps the next milestone is the Shep- 
pard-Towner Act of 1921. Under its 
provisions an annual appropriation of 
$1,240,000 was made available to pro- 
mote the development of bureaus of 
maternal and child hygiene in the various 
state departments of health. The appro- 
priation was renewed for two years in 
1927.’ Today all state health depart- 
ments have bureaus of maternal and 
child health, and their staffs are working 
steadily to secure more and better health 
care for mothers and their children. 


2. ge Britannica. Chicago: Encyclopaedia 
Britannica, Inc., 1942, vol. 9, p. 491. 

3. Proceedings of the Conference on the Care of 
Dependent Children Held at Washington, D. C., Jan- 
uary 25, 26, 1909. Washington, D. C.: U. S. Govern 
ment Printing Office, 1909. 

4. Seligman, E. R. A., and Johnson, Alvin (edited 
by), Encyclopedia of the Social Sciences. New York 
Macmillan Company, 1931, vol. 3, p. 427. 

5. Federal Security Agency Reorganized. Bul. Am 
A. Pub. Health Den. 16:26 (Aug.) 1946. 

6. White House Conference, 1930. New York: D 
Appleton-Century Company, Inc., 1931. 

7. Seligman, E. R. A., and Johnson, Alvin (edited 
by), Encyclopedia of the Social Sciences. New York: 
Macmillan Company, 1931, vol. 10, p. 2 


> 
. 
: 
5 
= 
: 
~ 


wor 


Easlick 


By 1927, so much interest had devel- 
oped in the practice of dentistry for chil- 
dren that the American Society for the 
Promotion of Dentistry for Children was 
organized at the Detroit meeting of the 
American Dental  Association.* 

In June 1930, Mr. W. K. Kellogg, of 
Battle Creek, who had begun at 46, on a 
shoestring, the small breakfast-food com- 
pany that made his fortune, established 
the W. K. Kellogg Foundation with a 
trust fund of more than 50 per cent of 
the common stock of the now impressive 
Kellogg Company.® This foundation 
took an early and sincere interest in bet- 
ter dentistry for children in southwestern 
Michigan and has devoted considerable 
funds to facilities for postgraduate educa- 
tion in all phases of dentistry at a num- 
ber of centers of dental education. The 
dentists in most states have participated 
definitely in the benefits from these funds. 

At the next White House Conference 
on Child Health and Protection, called by 
President Hoover for November 19 to 22, 
1930,° an extensive survey was inaugu- 
rated to find out what percentage of 
young children were getting general 
health examinations, dental examinations 
and immunizations against disease. Den- 
tists participated actively in this confer- 
ence, 

In 1933, the Federal Emergency Re- 
lief Administration made relief funds 
available for emergency dental care. 


Social Security Act 


The Federal Social Security Act, 
signed by President Franklin Roosevelt 
on August 14, 1935, is the next and a 
most important milestone in the develop- 
ment of dentistry. In this piece of legis- 
‘ation were unrecognized implications for 
ull the health professions. It provided for 
federal grants for security benefits to ex- 
pand health services and to train public 
health personnel’® and definitely demar- 


cated the previous from the new era in 


the development of dentistry as a pro- 
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fession. In the previous era, dentistry 
struggled hard to justify its claims to 
being a health profession at all. In the 
new, dentistry is meeting the accumulated 
forces of social change. With the status 
of a health profession it has assumed a 
new public responsibility, on which the 
Social Security Act continues to focus 
attention. For nearly a century dentists 
had thought about dentistry merely for 
dentists; since 1935 they have had to 
think of it for the public. 

It might be well to review briefly the 
reasons for this change, which has af- 
fected the plans and actions not only of 
dentists but of every segment of the 
population. In times of want in previous 
generations, persons worked harder and 
longer than they had, and thus met their 
needs. After 1929, and certainly in 1933, 
they could not meet their needs by hard 
work; there was no work. 

As all who have thought of the matter 
realize, the United States has changed 
in a relatively few generations from a 
pioneer economy, in which practically 
everyone worked for himself, usually on 
a farm, to a machine economy, where 
practically everyone works for a_ boss, 
usually a corporation. 

The fear of the factory worker of los- 
ing his job, of disabling illness, of in- 
ability to send his children through col- 
lege, of lack of funds to buy the common 
“luxuries” of American living and of 
penniless old age make him want security, 
including health security. A government 
that promises it may become very, very 
popular. The 1935 act of Congress prom- 
ised insecure persons a degree of help 
in case of dependency, loss of work, in- 
jury, crippling, disease or old age. The 


8. Hogeboom, F. E., The Past, Present and Future 
of the A.S.P.D.C. Rev. Dent. Child. 6:3 (second 
quarter) 19939. 

9. Kellogg (W. K.) Foundation, Battle Creek. The 
First Eleven Years. 1930-41. Battle Creek: Kellogg 
Foundation, 1942, p. 155. 

10. Social Security Agency, Federal Security Board, 
What Is Social Security? Washington, D. C.: U. S. 
Government Printing Office, 1941 
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people of the United States demanded 
forcefully that the federal government 
make assistance available to the states; 
congressmen listened and, as usual, ac- 
ceded, passing legislation to ameliorate 
insecurity. Mark it down as a signpost 
of the sharp impingement of social 
change on members of the health pro- 
fessions, including dentists who had not 
been students of social change. It has 
been said that the Social Security Act is 
the most important piece of domestic 
legislation so far passed by Congress. A 
little social security, like a little morphine, 
may become habit forming. 

The next year, 1936, the House of 
Delegates of the American Dental Asso- 
ciation endorsed the expansion of public 
health dental activities with the aid of 
Social Security funds and recommended 
that the funds be spent for health educa- 
tion, research, surveys and the training 
of personnel. By 1938, public dental 
health had become so well organized in 
the various states, owing largely to public 
health training and the availability of 
positions through Social Security funds, 
that an oral health group was organized 
in the American Public Health Asso- 
ciation. 


First Wagner Bill 


Just the next year, in February, 1939. 
Senator Wagner of New York introduced 
a national health bill, which stimulated 
dentists to a sudden and violent interest 
in dental health economics. The House 
of Delegates of the American Dental As- 
sociation, in its session of July 17 to 21, 
promptly issued a declaration of attitude 
which involved four major proposals con- 
cerning the participation of dentistry in 
any planning for a national health pro- 
gram.** Association representatives re- 
corded their testimony in the committee 
hearings on Senator Wagner’s bill and 
discovered quickly how important it is 
that thorough study and clear thinking 
precede testimony when the public be- 
comes interested in health practices and 
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starts looking for dirty linen on the pro- 
fessional clotheslines. 

In 1942, the Council on Dental Health 
of the American Dental Association re- 
placed the previous Committee on Den- 
tal Health and Education and since that 
time has been studying the problems in- 
volved in planning for a wider expansion 
of dental care. It has submitted a num- 
ber of pertinent recommendations to the 
American Dental Association, and some 
have been adopted as policies by the 
House of Delegates. 

On June 3, 1943, the Murray-Wagner- 
Dingell Bill was introduced in Congress 
as S. 1161 (H.R. 2861), the first na- 
tional health bill sponsored by this tri- 
umvirate of legislators and the second by 
Senator Wagner. Its benefits were to be 
financed by a compulsory payroll deduc- 
tion, 6 per cent each to be paid by em- 
ployer and employee on wages up to 
$3,000. Medical care was to have been 
a benefit in this bill, but nursing and 
dental care were to have been studied 
for two years before recommendations 
were made. The American Dental Asso- 
ciation has gone on record at least thre« 
times as opposing compulsory insur- 
ance.'**** It reiterated this opposition at 
the recent Chicago meeting.** 

Later, in 1943, Dorothy Fahs Beck 
made a significant report on a study of 
the costs of dental care in a well super- 
vised dental clinic for low-income patients 
in New York City.’® She found the gen- 
eral average cost for the clinic’s recom- 
mended modest initial care for adults to 
be $52.66, and that of maintenance care 


11. Dentistry and Government. Chicago: American 
Dental Association, 1940. 

12. Transactions of the Seventy-seventh Annual Ses- 
sion, New Orleans, 1935. Chicago: American Dental 
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13. Transactions of the Eightieth Annual Session, St 
Louis, 1998. Chicago: American Den Association 
1938, Pp. 330. 

14. The A.D.A.’s House of Delegates Sets Asso 
ciation Policies for the Coming Year. J.A.D.A. 37 
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on a similar scale, $13.86 per year. This 
report confirmed earlier estimates of the 
high cost of initial adult dental care and 
made it obvious, on the practical basis 
of cost alone, that a children’s program 
should be selected for the first expansion 
of dental care. 

On January 11, 1944, in a message to 
Congress, President Roosevelt voiced a 
“second bill of rights.”*® The sixth of 
the eight rights he enunciated, please 
note, was “the right to adequate medical 
care and the opportunity to achieve and 


enjoy good health.” 


A.D.A. Program for Dental Care 


The House of Delegates of the Amer- 
ican Dental Association, meeting in Chi- 
cago October 17, 1944, approved the 
now well known four principles on plan- 
ning for programs of dental care.*’ As 
will be recalled, these principles deal with 
research, dental health education, dental 
services and dentist participation in den- 
tal program planning. The patients to 
receive emphasis, it should be noted 
again, are children. One sentence reads: 
“All available resources first should be 
used to provide adequate dental treat- 
ment for children and to eliminate pain 
and infection for adults.” 

The years since 1944 were marked by 
an unusually explosive interest in health 
legislation at the federal level: Numer- 
ous health bills have been introduced in 
Congress during these four years; hear- 
ings have been held, and representatives 
of the American Dental Association have 
testified. Many health. bills followed 
promptly the publication, on January 2, 
1945, of the interim report of the Sub- 
committee on Wartime Health and Edu- 
cation to the United States Senate.** 
‘wo or more of the nineteen members of 
this subcommittee appear as sponsors of 
practically all the health bills introduced 
in the Senate during the succeeding two 
years. The intense study of the physical 
status of drafted American youth during 
wartime, though misinterpreted on occa- 
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sion, stimulated the subcommittee’s mem- 
bers, who set out to achieve improvement 
through legislation. 

On January 10, Senator Murray of 
Montana introduced the American Den- 
tal Association’s bill, S. 190 (H.R. 3816), 
to establish a national institute of dental 
research and promote dental research 
projects. Since Senator Murray intro- 
duced the first dental research bill, S. 
3607 (S. 194 of 1941), in Congress in 
May 1940, his sponsorship appeared par- 
ticularly appropriate. 

The Hill-Burton-Bill,*® S. 191, to pro- 
vide federal aid for surveys and the con- 
struction of hospitals and health centers, 
was introduced the same day. This bill, 
endorsed by the American Medical Asso- 
ciation, was passed by the Seventy-Ninth 
Congress and was signed by President 
Truman. Provision of dental care in 
these hospitals and health centers is en- 
visioned in some of the planning. 

Another dental bill for health educa- 
tion and dental services, S.1ogg (H.R. 
3412 and 3414), sponsored by the Ameri- 
can Dental Association, was introduced 
June 4, 1945. This bill consisted of an 
amendment to the Public Health Service 
Act and was designed primarily, through 
grants-in-aid, to assist the various states 
in the development of fact-finding exper- 
imental programs of dental care and 
health education. Authority was granted 
for the appropriation each year of a sum 
sufficient to enable the surgeon general 
to carry out the purposes of the act. 
Representatives of the American Dental 
Association testified before the Senate 
Committee on Education and Labor in 
favor of both Senate Bills 190 and 1099 
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late in June of the same year. Nobody 
testified against them. 

On May 20, 1945, a new Wagner- 
Murray-Dingell national health bill, S. 
1050 (H.R. 3293), was introduced in 
Congress. This time limited dental bene- 
fits were included specifically, and the 
various benefits were to be financed by 
a Social Security contribution of 4 per 
cent by employer and employee on wages 
up to $3,600. The first bill, it will be 
recalled, would have taken 6 per cent 
from employer and employee on wages 
up to $3,000. 

On July 26, 1945, Senators Pepper 
and Morse and eight of the members of 
the Senate Committee on Education and 
Labor sponsored a new bill, S. 1318, to 
provide more nearly adequate sums for 
the health and welfare of mothers and 
children and for the treatment of crippled 
children. This bill provided a tenfold 
increase in the previous budget for ma- 
ternal and child health services, to be 
administered by the Children’s Bureau. 
All persons in the categories covered were 
to be eligible without a means test, and 
services (including dental services) were 
to be adequate for all the needs of these 
persons by the end of ten years. In the 
opinion of many members of the Ameri- 
can Medical Association, the legislation 
was designed to perpetuate the wartime 
Emergency Maternal and Infant Care 
Program, which spent nearly $127,000,- 
000” on the wives and infants of veterans. 


Truman Health Proposals 


On November 19, 1945, President Tru- 
man asked Congress for a five-point na- 
tional health program, including a com- 
pulsory insurance system.”* The sarne day 
a new Wagner-Murray-Dingell bill, S. 
1606 (H.R. 4730), was introduced in 
Congress with excellent timing. It pro- 
vided for grants to states for public health 
services, maternal and child health serv- 
ices (including services for crippled chil- 
dren) and prepaid personal health service 
benefits. A separate personal health serv- 
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ices account was to be created in th 
federal treasury, and after a certain dat: 
3 per cent of wages up to $3,600 was t 
be credited to this account, and such 
sums as were found necessary to financ« 
the benefits were authorized to be ap- 
propriated. 

On January 3, 1946, the Veterans’ 
Administration Bill ushered in an en- 
larged dental program. Some of thi 
irritations engendered during the pro- 
fession’s cooperative program with the 
Veterans’ Administration have enhanced 
dentists’ suspicions of federally controlled 
programs. 

On April 23, a representative of the 
American Dental Association’s Council 
on Dental Health (at the request of Sen- 
ator Murray) presented, at the hearings 
on Senate Bill 1606, dentistry’s goals for 
the next five years. They were stated as 

1) prevention by the discovery of more 
effective controls through intensified re- 
search, (2) the control of dental diseases 
by the expansion of community programs 
to provide health education and dental 
care for all children on an annual incre- 
mental basis, (3) provision of facilities 
for dental care in hospitals and health 
centers, (4) recruitment of capacity en- 
rollment of dental students in dental 
schools (now amply realized), (5) adop- 
tion of measures to make dental practice 
attractive in smaller cities and rural 
areas and (6) increased training and 
utilization of dental hygienists.** 

On May 3, 1946, Senators Taft, Ball 
and Smith introduced a health bill, S. 
2143, which was to coordinate the health 
functions of the federal government in 
a single agency and amend the Public 
Health Service Act to promote medical 
and dental research in the National In- 
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stitute of Health and through grants-in- 
aid to the states, to construct a dental 
research institute and a neuropsychiatric 
institute and to achieve certain other pur- 
poses. The grants-in-aid proposals were 
to provide $8,000,000 for dental services 
the first year, the amount increasing by 
$4,000,000 per year to a limit of $20,- 
000,000 per year. 


World Health Organization 


In May also, the American Academy 
of Pediatrics launched its survey of child 
health services, including a questionnaire 
to all dentists. On July 22, sixty-one na- 
tions signed the Constitution of the World 
Health Organization, marking a serious 
attempt on an international scale to 
secure “a state of complete physical, men- 
tal and social well-being and not merely 
the absence of diseases or infirmity.” 
Both events appear to have certain im- 
plications for the practice of dentistry. 

On July 16, President Truman trans- 
ferred the Children’s Bureau and most 
of the federal health functions to the 
Federal Security Agency. On August 10, 
during the late moments of the Seventy- 
Ninth Congress, the appropriation to the 
Children’s Bureau was practically dou- 
bled ($11,200,000 to $22,000,000) ** with 
no discernible opposition, although the 
Maternal and Child Health Bill, S. 1318, 
never had been reported out of com- 
mittee. 

In 1947, a rather steady stream of 
federal health legislation was introduced, 
referred to committee and scheduled for 
hearings. On January 10, Senators Ful- 
bright and Taft introduced Senate Bill 
140 (H.R. 573) to create an executive 
department of the government to be 
known as the Department of Health, 
Education and Security, with orie secre- 
tary and three undersecretaries. Both the 
American Medical and the American 
Dental Association have recommended 
a consolidation of federal health activi- 
ties, but both found reasons to testify 
against their consolidation with education 
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and welfare under a Federal Security 
administrator who more recently has had 
a hospital cook deleted from his program. 

On January 13, a bipartisan group of 
senators, Murray, Pepper, Taft, Aiken 
and Morse, reintroduced the dental re- 
search bill as S. 176 (H. R. 574), with 
the appropriation for the erection of a 
building increased from $1,000,000 to 
$2,000,000. The old bill, S. 190, had 
passed the Senate in the second session 
of the Seventy-Ninth Congress. In spite 
of the prediction by some dentists that 
Senate Bill 176 would pass both branches 
of the Eightieth Congress early in the 
session, another bill, H.R. 6726, was 
passed at the very end of the session and 
became Public Law 755.”° 

The same day that the dental research” | 
bill was reintroduced, Senators Pepper, 
Murray and Aiken reintroduced Senate 
Bill 1099 of the previous Congress as 
S. 178, again to amend the Public Health 
Service Act so as to provide grants-in-aid 
for assistance to states in developing and 
maintaining dental programs. Again no 
definite appropriation was made, and 
again all projects were to be reviewed by 
a national dental health council. 


Means Test Discussed 


Some conflict of opinion has arisen 
among members of the American Dental 
Association in the last two years regard- 
ing the philosophy responsible for the 


Association’s bill, S. 1099, later S. 178. » 


At the meeting of the Association in 
Miami, October 14 to 16, 1946, the dele- 
gates instructed the Legislative Commit- 
tee to oppose any federal dictation to 
states relative to a means test. Appar- 
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24. Summary of Report of Meeting of Maternal and 
Child Health Advisory Committee and Crippled Chil- 
dren Advisory Committee, U. S. Children’s Bureau, 
Washington, D. C., September 16 and 17, 1946. J 
Pediat. 29:783 (Dec.) 1946. 
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ently it was agreed that the federal gov- 
ernment should not dictate to states 
that there shall or shall not be a means 
test—a determination of family income 
level in order to decide eligibility for den- 
tal care.** This action was acceptable to 
the members of the Council on Dental 
Health, since it seemed to conform to the 
third principle—local determination— 
adopted by the House of Delegates in 
1944."" This principle is as follows: 

3. Dental Care: (a) Dental care should be 
available to all regardless of income or geo- 
graphic location. (b) Programs developed 
for dental care should be based on the pre- 
vention and control of dental diseases. All 
available resources first should be used to 
provide adequate dental treatment for chil- 
dren and to eliminate pain and infection for 
adults. (c) Dental health is the responsibility 
of the individual, the family and the com- 
munity in that order. When this responsibility, 
however, is not assumed by the community, 
it should be assumed by the state and then 
by the Federal Government. The community 
in all cases shall determine the methods for 
providing service in its area. 

Since Senate Bill 1099 was developed 
originally to provide fact-finding, exper- 
imental programs in health education or 
the administration of dental service pro- 
grams, it seemed unwise to place any such 
federal restriction in it. 

In Michigan, in 1944, 44.6 per cent of 
families had incomes under $1,000, 61.2 
per cent under $1,500, 76.1 per cent 
under $2,000 and 90.4 per cent under 
$3,000. That is, only 9.6 per cent of 
Michigan families had an income above 
$3,000 at that time.*’ It seems possible, 
in fact, that in two thirds 
of the land area of Michigan any formal 
method for applying a means test to a 
children’s dental program would cost 
far more than the amount spent on dental 
care for the few children who could be 
screened out by such means. This is an 
important consideration in appraisal of 
the validity of a federally dictated means 
test for a state or its local geographic 


areas. 
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A letter at this time from Senator 
Robert Taft®* of Ohio to Dr. Sterling 
Mead, then President of the American 
Dental Association, indicated Taft’s en- 
dorsement of a philosophy of federal dic- 
tation of a means test: “... We have 
not reached a point in America where 
the Government is going to support men 
and women able to support themselves 
Therefore, in any legislation to aid the 
states to provide free medical or dental 
care, I believe that federal money should 
only be used to give such care to those 
who are unable to pay for the care them- 

A number of members of the American 
Dental Association promptly proposed 
the endorsement of a mandatory means 
test in federal legislation in order to 
assure Senator Taft’s support of health 
legislation, and a conflict of principles 
developed which awaits the decision of 
dentists in each state. How far a state’s 
rights are to be relinquished to the federal 
government in the future, in the interest 
of the greatest good for the greatest 
number, would appear to be a matter 
for serious consideration. Probably all 
states will want to limit their dental pro- 
grams in the main to children of low- 
income families; but the question still 
arises whether the states should be com- 
pelled to accept dictation to this effect 
in order to become eligible for federal 
funds. At the Boston meeting of the 
American Dental Association (August 
1947) the House of Delegates adopted 
the means test as a criterion for accept- 
ability of federal aid to health pro- 
grams** and settled this matter officially 
as far as the American Dental Associa- 
tion is concerned.*® 

26. Résumé of A.D.A. Meeting in October 
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Taft Bill 


Returning to a consideration of federal 
interest in health legislation, Senate Bill 
2143 was reintroduced as S. 345 by Sena- 
tors Taft, Smith, Ball and Donnell on 
February 10, 1947. This “National Health 
Act of 1947” was to provide for the 
creation in the federal government of an 
independent health agency in which all 
federal health activities were to be cen- 
tralized and an office of dental care serv- 
ices was to have administrative parity 
with the other health services. It provided 
$1,000,000 for dental surveys. Dental 
examinations were to be given all children 
at public expense, with prophylaxes, fill- 
ings, roentgenograms, extractions and re- 
lated care, not including orthodontic 
treatment, for those children in elemen- 
tary and secondary schools whose families 
or guardians had insufficient income to 
pay the entire cost of such services. Each 
state was to decide which families had 
insufficient income, and the sums to be 
appropriated for dental services were to 
be the same as in the previous bill. The 
objectives of this bill received a general 
endorsement by the spokesman of the 
American Dental Association on May 
29.5 33 

On February 17, 1947, the National 
School Health Services Act of 1947 was 
introduced as H.R. 1980 (S. 1290) by 
Representative Howell of Illinois. This 
bill, initiated and developed by the edi- 
tors and publisher of Parents’ Magazine, 
proposed to add, through a grants-in-aid 
program, a fourth category, school health 
services, to the activities of the Children’s 
Bureau. The program was to include 
periodic school health examinations to 
discover physical and mental defects and 
preventive and corrective services by 
physicians, dentists, nurses and mental 
hygiene specialists. The sum of $12,000,- 
000 was to be provided the first year, 
$18,000,000 the second and necessary 


sums in succeeding years.** The bill was 


supported at its hearings in March 1948 
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by the American Public Health Associa- 
tion,*® but the American Dental Associa- 
tion withheld endorsement on the basis 
that the health professions, not the teach- 
ing profession, should administer health 
programs, that the method of providing 
services was not stated and that the re- 
cipients were not limited to families with 
low income.* 

On May 20, 1947, another health bill, 
S. 1320 (H.R. 3548), was introduced in 
Congress by Senators Murray, Wagner, 
Pepper, Chavez, Taylor and McGrath, 
again timed to follow immediately a 
presidential message to Congress. The 
program outlined in this bill again aimed 
to provide complete health care for every- 
one by funds appropriated to a personal 
health services account, which, for and 
after the year ending June 30, 1950, 
would equal 3 per cent of all wages to 
the level of $3,600 per person and the 
addition of further sums as required. The 
program at the national level was to be 
administered by a five-man national 
health insurance board under the direc- 
tion and supervision of the Federal Se- 
curity administrator. A sixteen-member 
advisory council was to be appointed by 
the same administrator. Programs, how- 
ever, were to be administered by states 
and local agencies. 

One other bit of federal legislation in 
1947 is significant: Senate Bill 1714, a 
new S. 1318 introduced by Murray, Wag- 
ner, Taylor and Chavez on July 24, was 
an act to expand maternal and child 
health and allied services. It was to pro- 
vide $20,000,000 the first year, $30,000,- 
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ooo for each of the next two years and 
amounts determined necessary by Con- 
gress thereafter. Of these total appro- 
priations, a sum not greater than 10 per 
cent was to be made available for dental 
services for mothers and children. The 
sums were to be appropriated to states 
on a matching basis but without imposi- 
tion of a means test. The Federal Secur- 
ity administrator was to approve all state 
plans. 


Child Health Study 


At the seventy-fifth annual meeting of 
the American Public Health Association, 
October 6, 1947, at Atlantic City, officials 
of the United States Public Health Serv- 
ice*’ presented data from the study of 
child health services begun in May 1946 
by the American Academy of Pediatrics. 
A report of the dental study of children 
of Oregon, Montana, New Mexico, IIli- 
nois, Alabama, North Carolina, New 
Hampshire and an area composed of 
Maryland, the District of Columbia and 
two counties of Virginia—15 per cent of 
the children under 15 in this country 
was included. Twenty children per thou- 
per cent, were reported to 
receive community dental 

On February 20, 1948, the Local Public 
Health Services Bill, S. 2189, was intro- 
duced by a bipartisan group of senators 
Briefly, it had a 
to assist states in developing local public 


sand, or 2 
services. 


twofold purpose: (1 

health units to provide basic full-time 
public health services in all areas of the 
nation and (2) to assist states in train- 
ing all types of personnel for local public 
health unit work. From May 1 to 4, the 
National Health Assembly was convened 
at Washington by Mr. Oscar R. Ewing, 
Federal Security administrator, to discuss 
and plan methods of providing for the 
health During the 
eighty-ninth American 
Dental Association, the Dele- 
report 


nation’s needs 

session of the 
House of 
gates disapproved Mr. Ewing’s 


to the President for its promotion of a 
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national program based on a philosophy 
contrary to that expressed by the action 
of the assembly.*° On June 8, 1948, Con- 
gress passed S. J. Res. 98 to permit the 
United States to join the World Health 
Organization, and in July the first assem- 
bly of WHO, at Geneva,** was attended 
by delegates from this country. An inter- 
national program for maternal and child 
health was recommended. In June, House 
Bill 6355,** to provide a million dollar 
field demonstration program of topical 
application of sodium fluoride to chil- 
dren’s teeth was passed. The program was 
delegated to the United States Public 
Health Service, to be administered as a 
federal program. 

Senate Bill 5 (H.R. 345 and 783 
introduced in the Eighty-First Congress 
on January 5, 1949, by Murray, Taylor, 
Wagner, Chavez and McGrath, contains 
the same provisions as Senate Bill 1320 
in the Ejightieth Congress, and is now 
under consideration. 


Recent Health Bills 


In January 1949 three bills 
782, H.R. 184 and H.R. 1402) 
troduced in Congress to create a new 
federal department of health, education 
and welfare, under the direction of an 


H.R. 


were in- 


administrator who would become a 


member of the President’s cabinet. Rep- 
resentative Harris of Arkansas introduced 
H.R. 184 on January 3; Representative 
Dawson of Illinois introduced H.R. 782 
on January 5, and Representative Mil- 
ler of Nebraska introduced H.R. 1402 on 
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January 13. Officials of the American 
Dental Association who attended hear- 
ings conducted by the House Committee 
on Expenditures in the Executive De- 
partments opposed passage of these bills 
on the ground that health, education and 
welfare should not be included in one 
department. Spokesmen for the Amer- 
ican Dental Association pointed out that 
the official policy of the Association, 
established by the House of Delegates in 
1939, calls for creation of a federal de- 
partment of health with cabinet status. 
The Association also recommends that 
such a department should be headed by 
a physician and that a dentist should be 
a “ranking and immediate assistant of 
the secretary of such a department.” 
Despite the opposition of the American 
Dental Association and the American 
Medical Association, the House commit- 
tee voted approval of the measure. 

On February 16, representatives of 
the American Dental Association, ap- 
pearing before the House Budget Com- 
mittee, urged the appropriation in 1950 
of $2,000,000 for construction of a build- 
ing for the National Institute of Dental 
Research. The funds were authorized 
by Section 5 of Public Law 755, passed 
by the Eightieth Congress and approved 
June 24, 1948, but no provision was 
made to include the appropriation in 
the 1949 budget. In summing up their 
recommendations, the representatives of 
the Association called attention to the 
fact that of the $31,900,000 appropriated 
for all the functions of the National 
Institutes of Health in 1949, only $365,- 
725 was allocated to dental research. 
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Two compulsory health insurance bills 
of particular interest to dentistry were 
introduced in January in state legisla- 
tures. California Assembly Bill 863 pro- 
poses to create a prepaid public health 
service system for the people of that 
state. It would provide certain basic 
medical services and hospital and nurs- 
ing care. It would provide also the serv- 
ices of a dentist for the extraction of 
teeth and for the treatment of acute 
infections of the teeth, gums, alveolar 
processes and adjacent tissues and of frac- 
tures of the jaws. The act would be ad- 
ministered by the California Health 
Service Authority and financed by a 2 
per cent payroll tax. 

New York Assembly Bill 226 proposes 
to provide a system of prepaid medical 
and hospital care. Beneficiaries would 
be entitled to payment of expenses for 
certain health services. Dental services 
would be included only when they were 
performed in a hospital for the treatment 
of diseases and injuries of the jaw and 
dependent tissues. The plan would be 
financed by a 2 per cent payroll tax. 

Tae snowballing of health bills in Con- 
gress since 1944 has stern social impli- 
cations for the future of dental practice. 
Emphasis on the care of children and 
young mothers continues, and the ten- 
dency toward group stability and security 
at the expense of personal initiative and 
opportunity is increasing, with more and 
more power to the federal government 
and gradual restriction of states’ rights. 
The challenge to clear thinking, to un- 
emotional scientific planning and to rea- 
soning cooperation by dentists is obvious. 


Insurance and 


Health 


HE National 
Public Health Act of 1949 (S.5) was 
introduced in the Senate January 5 

by Senator Murray for himself and Sen- 
ators Taylor, Wagner, Chavez and Mc- 
Grath. Concurrently two identical bills, 
H.R. 783 and H.R. 345, were introduced 
in the House of Representatives, respec- 
tively by Representatives Dingell and 
Celler. An analysis of these bills was pub- 
lished in a previous issue of THE JOuUR- 
NAL.’ 

Blueprints for the Wagner-Murray- 
Dingell compulsory health insurance bills 
were taken from the National Health 
Service Act recently saddled on Great 
Britain, two reports of which appear in 
this issue. These reports provide a cleat 
picture of what is in store for both the 
patient and the dentist should the Wag- 
ner-Murray-Dingell Bill be passed. 

The current compulsory health insur- 
ance bill was prepared by members of the 
Federal Security Administration without 
consultation with authorized representa- 
tives of the health professions. Should it 
become law, those who know most about 
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ANALYSIS OF 
THE LATEST 


WAGNER-MURRAY- 
DINGELL BILL 


Francis J. Garve) 


the nation’s health problem would have 
had least to say about its solution. Fur- 
thermore, should it become law, the re- 
sponsibility for the practice of dentistry 
and medicine passes from the profession 
to the politician. 

¢ This article considers in detail the ad- 
ministrative implementation which would 
be necessary to put the proposed law 
into effect, the probable relations of den- 
tists with patients and with the several 
administrative and advisory groups pro- 
vided in the act and the required ad- 
ministrative procedures. 

The Act will generally be administered, 
if enacted, by the National Health In- 
surance Board, which would be a con- 
stituent agency of the Federal Security 
Agency, to be composed of five members 
Three of these would be appointed di- 
rectly by the President, and the other 
two would be the Surgeon General and 


Secretary, Council on Legislation, American Den- 
tal Association. 

i Three_ Com yulsory Health Insurance Bills Before 
Congress: $15 Million Asked as Starter. J/.A.D.A. 38: 
242 (Feb.) 1949. 
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Every dentist and every adult 


patient of every dentist should 


read this analysis, since S. 5 
forms the center around which 


the controversy regarding 
political medicine and dentistry 
in this country will revolve. 


the Social Security Commissioner, who 
would serve ex officio. The board itself 
would be under the direction and super- 
vision of the Federal Security Adminis- 
trator. The board would utilize its own 
employees for fulfilling its functions un- 
der the act and would be entitled to 
necessary assistance from other federal 
departments and agencies. 

To advise the board, the act proposes 
to create a sixteen member National Ad- 
visory Council, with the chairman of the 
board as ex-officio chairman of the coun- 
cil. Council members would be appointed 
by the Federal Security Administrator 
and would be compensated on a “when 
ictually employed” basis, with per diem 
ind travel expense. The council would 
idvise the board with reference to mat- 
ters of general policy and administration 
‘rising in connection with the making of 
regulations, the establishment of profes- 
sional standards and the performance of 
its other duties. 

It is intended that the act be admin- 
stered on a local basis under the direc- 
tion of the state. For this purpose each 
state which desired to administer the 


enefits under its own jurisdiction might 
set up a state-wide administrative agency 
to supervise the carrying out of the act. 

[he primary question to be answered 
is: How would the dentist come under 
the system initially? Section 215 of the 
act provides that any person qualified to 
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furnish personal health services of the 
class contemplated by the act might en- 
ter into an agreement with a state agency 
and thereby be authorized to render such 
services to eligible beneficiaries and, in 
return, to receive compensation for his 
services. 

Of course, if the particular state in 
which the practitioner resided had not 
as yet secured approval of a state plan 
of operation from the National Health 
Insurance Board, then the practitioner 
who desired to participate under the act 
would find it necessary to enter into such 
an agreement with the National Health 
Insurance Board itself, since that board 
is directed by the act to operate the plan 
in states where no state plan of operation 
has been approved. However, once the 
agreement entered into, the state 
agency or board would fade into the 
background, so far as immediate relations 
with the dentist were concerned, because 
the plan would be decentralized in each 
state to what would be known as local 
health service areas, and it is probable 
that even if the National Health Insur- 
ance Board were to introduce a plan in a 
given state, it would provide local ma- 
chinery for the immediate supervision of 


was 


benefits. 

Assuming for the moment that an ap- 
proved state plan were in effect, the den- 
tist would find that at the local level he 
would be dealing with a local adminis- 
trative of from 
eight to sixteen members. A majority of 
the members of the committee would be 
representatives of the interests of persons 
eligible for benefits in the area, and the 
remaining, minority members would be 
chosen from representatives of the pro- 
fessions, hospitals or organizations (vol- 
untary health organizations and the like) 
which would actually render the benefits. 
It should be noticed that the size or pro- 
portion of the majority to the minority 
among members of the committee is not 
specified. The majority could consist of 
fifteen representatives of the beneficiaries 


committee, consisting 
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and the minority of one representative 
of the health services. It is probable, 
however, that such committees would be 
rather closely divided as to numbers of 
majority and minority members. While 
the committee would be charged with the 
administration of the act at the local 
level, it would be required to designate 
an executive officer actually to administer 
its program. 

As an alternative to the administrative 
committee method, the plan might pro- 
vide for a single local administrative of- 
ficer, who would be assisted by a local 
advisory committee, and the committee 
would advise and assist the local admin- 
istrative officer in the formation of his 
policies and the performance of his func- 
tions. 

In each area, 
lished also a local professional committee 


there would be estab- 
representative of persons furnishing per- 
sonal health services in the area. Its pur- 
pose would be to assist the local adminis- 
trative agency in the preservation of the 
customary freedom and responsibility of 
the various practitioners in the exercise 
of professional judgment as to care of 
patients and in the solution of technical 
problems concerning the participation of 
professional personnel. It also would ad- 
vise regarding matters 
practice or conduct arising in connection 
with the performance of agreements for 
the provision of services under the act. 
It should be noted that it would not be 
necessary for the administrative 
agency to act on the advice of the local 


of professional 


local 


professional committee. 


Lay Administration 


The local administrative officers or ex- 
ecutive officers would be appointed by the 
state agency under a merit system. It 
would not be necessary that they be 
qualified members of any of the health 
professions. The act provides, however, 
that methods of administration in each 
area be such as to insure the prompt and 
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efficient care of persons entitled to pe: 
sonal health services, to promote person: 
relations between physicians and patient; 
(notice that dentists are not included i: 
this) and to promote coordination b: 
tween general practitioners, specialists 
furnishers of auxiliary services—that is 
nurses, hospitals and public health cen- 
ters—educational, research and relate: 
institutions and preventive, diagnostic 
and curative agencies, both public and 
private. The methods of administration 
also would be such as to aid in the pre- 
vention of disease, disability and prema- 
ture death, and to insure the “provisio: 
of adequate service with the greatest 
economy consistent with high standards 
of quality.” 

Thus far it has been seen that the in- 
dividual practitioner would enter into an 
agreement with the state agency or th: 
National Health Board 
that his immediate work would be super- 
vised, or at least he would have direct 
dealings at the local level with either a 
committee consisting principally of lay- 
men or a local lay administrative officer 
and that his professional interest would 
be generally watched over by a local pro- 
fessional committee without any author- 
ity. 


Insurance and 


Now, as to the general nature of tl 
agreement into which the practitione: 
would be asked to enter, it has been seen 
that it could be between the individual 
practitioner and the state agency and that 
the state could enter into an agreement 
with any organized group of individuals 
any partnership, association or consume! 
cooperative, any hospital or any hospital 
and its staff or any organization operat- 
ing a voluntary health service insuranc: 
plan under the terms of which persona 
health services would be rendered to eli 
gible beneficiaries. Any organization en 
tering into such an agreement would hav: 
to stipulate that the services would b 
rendered by persons who as individual: 
were qualified under the act to rende1 


such services. 
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Each agreement entered into would 
specify the class of services to be fur- 
nished by the practitioner. This would, 
of course, depend on the nature of the 
services he was qualified to render and, 
to some extent, on the amount of money 
available for allotment to the particular 
area for the rendition of any type of 


‘rvice. 
Methods of Payment 


Each agreement would specify also the 
method by which the dentist would be 
paid for his services. This would be on 
the basis of a fee schedule for each serv- 
ice rendered ; on a per capita basis, under 
which the dentist would be paid a flat 
sum for each person who became a pa- 
tient of his under the scheme and to 
whom he in return agreed to render all 
dental service contemplated by the act, 
or on a full or part time salary basis. It 
would be possible alternatively for the 
dentist to enter into an agreement for 
combination of the 
include 


payment under a 
aforementioned methods and 
therein a separate provision for travel 
and related expenses, if circumstances in- 
dicated that travel might be necessary. 

It should be noticed, however, that if 
this bill were to become a law, the indi- 
vidual practitioner himself would not 
have the choice of method of payment, 
but would be bound by the choice of the 
majority of dental practitioners partici- 
pating in the plan in the local health 
area. The act goes on to say, however, 
that provision should be made for other 
methods of payment for dental practi- 
tioners who did not elect the method of 
the majority. The purpose of this pro- 
viso is solely to induce individual prac- 
titioners to enter into an agreement to 
render services. 

If a dentist were to enter into an agree- 


ment to furnish specialist services under 
the act, he could specify in his agreement 
that he be paid by any of the aforemen- 
tioned methods, on a per case or per 
ession basis or by any combination of 
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methods. From the foregoing it will be 
seen that the provisions of the act are 
deliberately made as attractive as possible 
with regard to methods of payment, so 
as to induce practitioners to participate 
in the plan. 

While the act specifies these various 
methods of payment, it attaches further 
conditions to the rate, or amount, of pay- 
ment. It contemplates that rates for par- 
ticular services or classes of services 
should be adapted to local conditions 
and practices. It directs that attention 
should be paid to the annual income “or 
its equivalent” which the payments 
would provide and that consideration 
should be given to the degree of speciali- 
zation and to the skill, responsibility and 
experience necessary to render particular 
services. It further directs that payments 
should be adequate to provide profes- 
sional and financial incentives to practi- 
tioners, and it specifies that no matter 
what method be selected, approximately 
equivalent awards be arranged. 

It is significant that, although different 
methods of payment might be elected, 
the act permits the state agency to fix 
maximum limits on the number of eligi- 
ble patients a practitioner might under- 
take to treat as beneficiaries. This clearly 
looks toward a panel system of payment 
in most areas, since under a fee-for-speci- 
fied-service arrangement the income of 
the practitioner would depend not on the 
number of persons treated but on the 
cumulative monetary value of the various 
treatments rendered, and therefore it 
would be impossible under that arrange- 
ment to limit the number of eligible pa- 
tients. 


Choice of Location 


The bill contemplates that any practi- 
tioner entering into an agreement to ren- 
der services would be free to practice his 
profession in a locality of his own choos- 
ing and, consistent with customary pro- 
fessional ethics and applicable state law, 
to accept or reject any person as a pa- 
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tient. While this presents an excellent 
theory, to which dentists might easily 
subscribe, practical limitations would 
tend in the long run to limit the free 
choice of patients and location by the in- 
dividual practitioner. If the state agency 
were to exercise the authority heretofore 
referred to, of limiting the number of 
persons whom a practitioner might treat, 
and if the British regulations were fol- 
lowed, the administering agency soon 
would find that certain areas already had 
a sufficient number of available practi- 
tioners and that, therefore, no new prac- 
titioners could enter that area. 


Patient-Practitioner Relation 


It is now time to examine the relation 
between patient and practitioner. In this 
field dentists are interested primarily in 
how the patient and practitioner would 
get together so that one might have the 
benefit of treatment and the other might 
fulfil his agreement to provide services. 
Generally speaking, any person eligible 
for old age and assistance benefits under 
the Social Security Act would be eligible 
for benefits under the compulsory health 
insurance system. To this class must be 
added federal employees and their de- 
pendents and pensioners under the fed- 
eral employees’ retirement system. The 
Federal Security Administrator probably 
would establish boards which would de- 
termine whether or not a particular indi- 
vidual were eligible. It is probable, al- 
though not spelled out in the act, that 
each eligible beneficiary would be fur- 
nished an identification card which would 
indicate his eligibility for treatment un- 
der the act. In the case of retired federal 
employees, eligibility would be deter- 
mined by the Civil Service Commission. 
The person, once his eligibility had been 
determined, could freely select the den- 
tist by whom he desired to be treated, 
provided (1) that the dentist had agreed 
to furnish service under the act and (2) 
that he was willing to treat the patient. 
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The act is silent as to what would hay 
pen if an eligible person were unable t 
find any practitioner who would agree t. 
render treatment to him. While this is 

hypothetical situation, under certain ci: 
cumstances it could become a real cor 
sideration and could tend to diminish th 
right of the practitioner to accept or r 
ject patients and, to some extent, th: 
right of the eligible person to choose hi: 
own dentist. 

Under the present system, if a practi- 
tioner and patient have a disagreement 
as to either the quality or the value o! 
the practitioner’s work, the matter may 
be settled by mutual agreement or by ap- 
peal to a court in the form of a suit to 
collect the fee or for malpractice; the 
patient may decide never again to avail 
himself of the services of the practitioner, 
or the practitioner may charge off the 
amount of the bill to profit and loss and 
resolve never again to treat the particu- 
lar patient. The Wagner-Murray-Dingel! 
Bill would introduce a new element into 
the relation of patient and practitioner 
by permitting the patient who felt dis- 
satisfied with any service rendered to 
complain to the local administrative of- 
ficer. The person to whom the complaint 
would be made is directed to make an 
investigation and, if he found the com 
plaint well founded, to take necessary 
and appropriate action to correct the 
matter. The bill does not spell out what 
is meant by “necessary and appropriate 
action.” 

If the beneficiary still were dissatisfied 
he could request a hearing with regard 
to his complaint, and the act says that 
impartial tribunals should be established 
to hear such complaints and provides for 
a review of the findings of the impartial 
tribunal. It is probable that if a patient 
were to make a complaint and pursue it 
to the highest reviewing authority, it 
would be necessary for the dentist to ap- 
pear at such hearing and defend his own 
professional actions. The act does provide 
that if a complaint involved matters ol 
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professional practice or conduct, the 
hearing group should contain competent 
and disinterested professional represent- 
atives. 

[he dentist would have at least two 
other relations with the administering 
agency. If he himself were aggrieved by 
the failure of local authorities to carry 
out the agreement in accordance with its 
terms, he too would have the right to 
complain to the local authority and to 
pursue such complaint through appropri- 
ate reviewing channels. However, there 
is a fundamental difference between the 
complaint of a patient about the practi- 
tioner to a local authority and the com- 
plaint of the practitioner to the local 
authority about its failure to carry out a 
portion of its agreement with the prac- 
titioner. In the former case, the local au- 
thority would be, in effect, a third party. 
In the latter, it would not be reasonable 
to expect the local authority often to de- 
cide that it had been unfair to the prac- 
titioner and to reverse itself. Therefore, 
it would be almost a matter of course 
that the aggrieved practitioner would find 
it necessary to seek further relief through 
the appeal tribunals. 
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The other relation which the practi- 
tioner might have with the administering 
authority would occur when the state 
agency made the determination that the 
practitioner was “no longer qualified to 
furnish or provide services” or had com- 
mitted a substantial breach of his agree- 
ment with the state agency. Such a situ- 
ation could lead to endless litigation 
between the practitioner and the various 
administering agencies. Not only his 
rights under the agreement but his pro- 
fessional reputation might be affected. 

While this article has not touched on 
all the possible dealings between practi- 
tioners and the administering authorities, 
it substantially covers those from which 
other matters of control or interference 
might be expected to stem. In any event, 
it is clear that enactment of any of the 
compulsory health insurance bills in their 
present form would involve the dental 
practitioner in numerous complicated ad- 
ministrative relations which would neces- 
sitate a deviation from his present routine 
and would certainly tend to diminish the 
number of hours that he might ordinarily 
expect to spend in caring for and im- 
proving the dental health of his patients. 


Pulling the House Down.—It should not be forgotten that federal grants in 1948 will total more 
than $100,000,000 for such causes as medical care for the blind, dependent children, the aged, 
for control of various diseases, maternal health, and many others. An airtight case could be 
made for extending these to include measures for promoting more medical research and educa- 


tion, more doctors and hospitals. 


But to accomplish these ends by superimposing a gigantic bureaucracy between the average 
\merican and private medical care is a grandiose dream of the typical power hungry zealot 
who insists on having the millennium by tomorrow even if he has to pull the house down to get 


t.—Chicago Daily News. 


FACT AND 
FALLACY 


An analysis 
of compulsory 


health insurance 


Allen O. Gruebbel 


SO MUCH PROPAGANDA HAS BEEN PUBLISHED ABOUT COMPULSORY 


HEALTH INSURANCE THAT SOME PERSONS BELIEVE THAT THE SYS- 


TEM MAY HAVE MERIT. THIS ARTICLE EXPLAINS WHAT WILL HAPPEN 


TO THE PATIENT AND THE DENTIST WHEN THEY BECOME, RESPEC- 


TIVELY, WARD AND AGENT OF THE STATE. 


HE advocates of compulsory health in- 
surance have gone to great pains to 
paint an appealing picture for the 

public, but they have gone to even greater 
pains to distort its main purpose and 
meaning. 

Since a national health service under 
government control and based on a com- 
pulsory health insurance scheme has 
many serious flaws and dangerous possi- 
bilities for the future, it would seem that 
everyone, including government officials, 
would want the public to know the facts 
before such a far reaching and serious 
move is attempted. The reports of some 
government officials and of agents of 
some unofficial organizations have been 
more of the nature of propaganda litera- 
ture than of objective analvses of all pos- 
sibilities for improving the health of the 
American people. The withholding of 
important facts and the distortion of per- 
tinent information obviously are premedi- 
tated, and designed to hide the unfavor- 
able aspects of the federalized health care 
scheme. 

For more than a decade the proponents 
of compulsory health insurance have at- 
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tempted to convince the people of this 
country that the present method of dis- 
tributing health care does not meet ex- 
isting needs and therefore is not in the 
best interests of the public. They hav 
claimed that a regimenting system would 
serve the public better. The health profes- 
sions also are convinced that a federal sys- 
tem of medicine, dentistry and nursing 
under a national compulsory health insur- 
ance plan would degrade personal health 
care and the professions that render the 
service and that it would regiment th: 
professions and the public into a social 
system that inevitably would result in a 
loss of freedom and initiative. The health 
professions are convinced also that th« 
public will be opposed to the plan when 
it knows how compulsory health insur- 
ance would operate, how the services of 
dentists and physicians would be impeded 
by governmental regulations, how health 
services would be distributed by orders 
from government instead of by require- 
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ments of science and how much the na- 
tionwide plan would cost in terms of in- 
creased taxes. 


False Assumptions 


Agencies of the federal government 
have published voluminous documents 
describing the health needs of the Ameri- 
can people. A study of these reports re- 
veals the clear fact that the data were 
presented and interpreted for the specific 
purpose of influencing the enactment of 
compulsory health insurance legislation. 
In other words, the pattern was cut to fit 
the cloth. 

The reports are a contradiction. They 
contain some well established data but 
also some assumptions, many of them 
false. In many instances no attempt has 
been made to document the statements 
on which conclusions were based or to 
separate opinions from facts. Thus, the 
obvious conclusion is that the reports were 
written to influence the public’s thinking 
and its actions. 

In 1946, a 185 page report’ was pre- 
sented to Congress by one of its commit- 
tees in an attempt to prove that compul- 
sory health insurance should be adopted 
because people need the services of phy- 
sicians, dentists, hospitals and nurses and 
also medicines and appliances. The re- 
port stated that national health insurance 
is the only practical way to supply these 
services for all the people, which, of 
course, is not true. Thus far, no one has 
presented evidence which justifies the 
conclusion that we must have federalized 
health insurance or the public will be 
without the health care it needs. The 
health professions believe there are better, 
more effective and less dangerous meth- 
ods for reaching the desired health goals. 

Federal Security Administrator Oscar 
R. Ewing’s report® to President Truman 
followed the same pattern. Mr. Ewing 
claimed that “every year 325,000 people 
die whom we have the knowledge and 
skills to save.” No documentary evidence 
was given to support this statement. He 
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also cited losses to individuals and indus- 
tries as a result of bad health and the 
high rate of rejection in Selective Service 
examinations. Granting, for the sake of 
argument, that Mr. Ewing’s data were 
accurate, there is no evidence in this 
country or abroad that compulsory health 
insurance would save more lives than 
are now being saved, that it would reduce 
the prevalence and duration of illness or 
that more illness would be prevented or 
cured. 

Death rates and prevalence of illness 
or physical defects are lowered by pre- 
ventive measures and early and sound 
treatment. These goals can be reached 
without a national system of compulsory 
insurance. In fact, experiences in foreign 
countries indicate they can be accom- 
plished more easily by the methods em- 
ployed in this country than by a system 
of national compulsory health insurance. 

The propaganda of unofficial organi- 
zations that support a national health in- 
surance plan also is largely fallacious. 
For example, the booklet distributed by 
the Committee for the Nation’s Health, 
Inc.,° is completely nonobjective and is 
designed to mislead the reader. It stated 


in part: 
More Americans will die needlessly this 
year than were lost in the last war. . . . 97 


million Americans cannot afford adequate 
medical care. . .. Can you afford a five dollar 
bill every time you feel an ache or pain? 
What if that sniffie becomes pneumonia, that 
cough becomes tuberculosis, that lump be- 
comes cancer and then that five dollar bill 
becomes a 500 dollar bill? . . . You could 
afford [health services] through national health 
insurance. . . . You will have a good chance 
for a long life and a merry one. 


A federalized system of compulsory in- 
surance will not result in a saving of lives 


1. Bureau of Research and Statistics, Social Security 
Board, Medical Care Insurance: A Social Insurance 
Program for Personal soa Services. Senate Com- 
mittee Print zoth Congress, 2d Session. Wash- 
ington, D. C . Government Printing Office, 1946. 

2. Ewing, Tosa R., The Nation’s Health, A Ten 
Year “Mae A Report to the President. Washington, 

» Gis S. Government Printing Office, 1948. 
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and a reduction of the cost of health care 
for the majority of families. On the con- 
trary, governmental restrictions, controls 
and interferences between practitioner 
and patient will lower the standards of 
medical, dental and nursing care, and un- 
questionably will result in an increased 
death rate and prolonged illness for many 
persons. 

Advocates of national health insurance 
have attempted to convince the public 
that the scheme in no way would interfere 
with the practice of dentistry, medicine 
or nursing. This effort to reassure the 
public and the professions would be com- 
mendable if it were based on fact. Actu- 
ally the opposite is true. 

Although the proponents of the com- 
pulsory health insurance scheme have not 
revealed how all aspects of the plan 
would operate, one fact is known above 
all others, which is that the plan must be 
administered by governmental regula- 
tions. These regulations would place re- 
strictions on certain types of services and, 
in some instances, would specify the con- 
ditions under which they could be ren- 
dered. The present Wagner-Murray-Din- 
gell Bill, for example, would give almost 
unlimited powers to the Federal Security 
Administrator, under whose direction the 
National Health Insurance Board and 
the state administrators would supervise 
the actions of practitioners and would 
authorize citizens to receive health care. 
The practice of medicine and dentistry 
cannot be performed properly unless the 
practitioner assumes full responsibility 
for the treatment he gives and unless the 
physician or dentist is permitted to pro- 
vide services that are dictated by the re- 
quirements of each individual case and 
not by political or administrative expe- 
diency. 


Insurance, Prepayment or Taxation 


Proponents of national compulsory 
health insurance claim that the nation 
can solve its health problems by taking 
advantage of the insurance principle, 
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which has been effective in many com- 
mercial and voluntary plans. There ca: 
be no question, philosophically, of th: 
value of insurance to the individual and 
to society if the insurance plan is actuari- 
ally sound and if the plan does not 
endanger the rights, privileges and well- 
being of individuals and society. Insur- 
ance as a single entity is desirable. But 
insurance resulting in the adoption of 
dangerous social philosophies, excessive 
costs and lowered standards of health 
service is undesirable. 

The proposals contained in the Wag- 
ner-Murray-Dingell Bill cannot be car- 
ried out as sound insurance practice. 
Insurance is a method for providing pro- 
tection against loss or a damaging event 
by spreading risks among a large number 
of potential claimants. The funds col- 
lected from insured persons are used to 
pay insurance claims, administrative cost 
and, in the case of commercial agencies, 
dividends. In other words, a financially 
sound insurance plan is based on known 
actuarial experience; it is self supporting 
through the collection of premiums, and 
it guarantees stipulated benefits. 

The proposed federalized health care 
scheme must be financed, in part, by ap- 
propriations from the general revenue 
fund, in addition to payroll deductions o1 
income taxes. The scheme would not be 
self supporting, nor would it assure the 
provision of benefits to all persons cov- 
ered under the plan. Thus, the scheme 
is not insurance, but actually is only a 
method for collecting additional taxes. 

On numerous occasions supporters of 
compulsory health insurance have de- 
scribed the proposal as a “prepayment 
plan.” President Truman used the term 
in his message to Congress. In a strict 
sense, prepayment is considered to mean 
payment in advance of the receipt of 
service. The question of whether a system 
of national compulsory health insurance 
can be classified as prepayment perhaps 
is only an academic one. Nevertheless, the 
fact remains that the federalized health 
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plan must be subsidized by congressional 
appropriations and that the income tax 
payments alone will not pay the billions 
of dollars in costs. 


Cost 


The people in this country are paying 
about $6,500,000,000 a year for health 
care. This figure does not include approxi- 
mately $2,000,000,000 annually for pub- 
lic health services. The advocates of a 
federal health insurance plan theorize 
that the expenditures for health care 
could be used to a better advantage if 
the payments were made to the federal 
government and if the government in turn 
would place the members of the health 
professions on its payroll. The public is 
being led to believe that it would receive 
the same or better health care than it now 
receives at no added cost. The proponents 
of the scheme have taken great pains to 
hide the fact that individuals, as taxpay- 
ers, would have to assume the added bur- 
den of administrative costs. Governmental 
agencies are reluctant to release data of 
this nature, but a conservative estimate, 
based on available information, indicates 
that administrative costs in public aid 
programs amount to at least 10 per cent. 
Thus, the public would be required to pay 
at least $650,000,000 annually as a service 
charge. The people of the United States 
no doubt would appreciate a reduction 
in their present tax load instead of an in- 
crease in taxes for the employment of 
thousands of additional persons to admin- 
ister a plan which would not justify its 
high cost. 


The Basic Issues 


In spite of all that has been written 
and said about the need for a more effec- 
tive health plan, the improvement of 
health service and its extension to more 
persons are not the chief cause of conflict 
between the opposing groups. The health 
professions always have led in furthering 
these aims. The basic issues are: (1) the 
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interference of a third party in the health 
affairs between a citizen and his physi- 
cian or dentist and (2) the universal 
socialization of the health services. There 
is no more justification for requir- 
ing physicians, dentists and nurses to 
serve under a national socialized system 
than there is for requiring attorneys, 
bankers or business executives to do so. 

The patient also would be regimented. 
He would be required to fill out govern- 
ment forms. He would receive only such 
services as were allowed under the regu- 
lations. If he needed services that were 
not authorized under the regulations, he 
would be required to pay for them in 
addition to the payment he made to the 
government. Also if his physician or den- 
tist were not enrolled in the plan, he 
would have to pay twice for the treat- 
ment. If he needed the services of a 
specialist, generally he would have to be 
referred by a general practitioner. The 
selection of the specialist might be made 
for him by a government agent. His phy- 
sician or dentist, if he found it necessary 
to provide treatment that was not in ac- 
cord with governmental regulations, 
might be released from the program as no 
longer “qualified.” Or if the dentist or 
physician of his choice had enrolled un- 
der his care the maximum number of 
patients permitted under the regulations, 
he would have to seek the services of an- 
other practitioner. 

Every wage earner, including the self 
employed, would be compelled to pay a 
tax for personal health services regard- 
less of whether he wanted the service and 
regardless of whether it was available to 
him. He would pay a tax for a hospital 
bed, but the hospital might not be able 
to accept him and he might be forced 
to remain at home. He would pay a tax 
for the services of a physician, but the 
physician of his choice might not be en- 
rolled in the plan and he would have to 
pay both the tax and his practitioner’s 
fee. He would pay a tax for dental serv- 
vices, but the dental benefits might be 
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limited to children or to special types of 
dental services, and he would be required 
to pay a fee to the dentist for service in 
addition to the tax to the government. 

The proposed bill is ambiguous, and 
many of its provisions are vaguely defined. 
Consequently it is impossible to deter- 
mine how it would operate. The benefits 
to which the taxpayer would be entitled 
and the regulations under which the 
practitioner would be compelled to per- 
form his services would be determined 
after the bill becomes law. The public 
and the health professions have the right 
to know in advance what will happen to 
them when they become, respectively, 
wards and agents of the state. 

When the people of this country know 
these facts, an overwhelming majority, no 
doubt, will join with the health profes- 
sions in opposing federalized health care. 


Preserving Fundamental Concepts 


The level of health in this country can 
and should be raised. The need for addi- 
tional resources and for sound planning 
cannot be questioned. The health profes- 
sions want the highest possible standard 
of health that can be achieved. They want 
to improve and expand research, facili- 
ties for prevention and treatment and 
community public health programs. 

The method for providing health serv- 
ices in this country admittedly can and 
should be improved. But even with its 
faults, no one has produced acceptable 
evidence that the system used in some 
other country is better. 

It would seem proper and consistent 
with our form of government that local 
communities continue to have the right 
to choose the kind of public health pro- 
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gram they want and need. The princip|: 
of state’s rights has been one of the bul- 
warks and safeguards that has made ou: 
form of government the best in the world 
The federalized system of health care un- 
der the proposed Wagner-Murray-Dinge!! 
Bill would rob the states and communities 
of the right of self determination through 
the provision that the federal government 
will notify the governor of the state that 
the plan will be administered by th 
federal agency until a state plan is sub- 
mitted and approved. 

A federalized system of health car 
would affect the life of every citizen of 
this country. It would affect his initiative 
and his sense of responsibility to himself, 
his family, his community and his govern- 
ment. It would affect the health servic: 
he would receive from his dentist, physi- 
cian and nurse. It would affect the ad- 
vancement of the health sciences. And 
finally, but by no means least, it would 
affect our social structure by greatly in- 
creasing the power of the central govern- 
ment. 

These are the risks that must be 
weighed carefully by every citizen who 
has a stake in the welfare of this and 
succeeding generations. These are 
risks that form the core of the issue. 

Better physical, mental and emotional 
health are goals toward which all the 
health professions are working. It is th 
considered opinion of the vast majority 
of the members of the health professions 
that a federalized health insurance 
scheme would be a serious handicap in 
achieving these aims. Compulsory health 
insurance under control of government 
would be excessively expensive and po- 
litically, sociologically and ideologically 
undesirable. 
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EXPERT 
TESTIMONY 


PROS and CONS 
of Compulsory 


Health Insurance 


HE decision on health insurance legislation will basically affect the nation’s 
health. It is important, therefore, to find out who favor such legislation and 
who oppose it, as well as the arguments they advance. 

The following list of arguments for and against the nationalization of health 
services has been taken from a more extensive list prepared by Elizabeth W. Wilson.’ 
Many of the quotations are taken directly from the testimony presented at hearings 
held by the Senate Committee on Education and Labor on S.1606, a Wagner- 
Murray-Dingell bill introduced in the Senate on Nov. 19, 1945. They apply equally 
to S.5, a substantially similar bill now before Congress. 

Statements of proponents appear on the left and those of opponents on the right. 


COMPARATIVE NATIONAL HEALTH 


Pro 


There are several nations which can boast 
of lower death rates than ours.’” 


Half the maternal and a third of the infant 
deaths could be prevented.* 


‘Although our national health is probably 
better than that of other countries, it leaves 


nuch to be desired.’ 


Che proper test is not that health is better 
today than it was a decade or a generation o1 
century ago or in some other country 
The valid test is whether we do well and 
effectively today what we know how to do and 


can do.”” 


Yet either bill [the Wagner-Murray-Dingell 
the Taft] would make it possible for mil- 
ms of Americans to enjoy better health.” 


Many 
edical care. The figures presented by the 


Americans do not receive adequate 


Selective Service Examiners in 1942 and 1943 


showed that throughout the United States 


503 


Con 


Of the six nations with mortality rates less 
than 10 per 1,000 (1911-34), four (Union of 
South Africa, Canada, New Zealand and Aus- 
tralia) did not have compulsory health insur- 
ance then.* 


“Infant mortality has dropped 50% since 


1920. 


In England, “the number of days lost by the 
insured now reaches fourteen days per person 


annually.”” 


“The death rates and morbidity statistics of 
the countries which do not have compulsory 
health insurance show a decline fully equal to 
that of countries which have such systems 

It seems clear that compulsory health in- 
surance is not an important factor in th 
prevention of disease or in the conservation of 


health. 


About a million men were rejected for bad 
teeth, but were later accepted.” 


“A tremendous number of those rejected as 
unfit could not 
knowledge available to modern medicine.’ 


be made more fit by any 
212 
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Pro 


39.2% of the registrants examined by the 
Local Boards and Induction Centers were re- 
jected.” 
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Con 


“The rejections which might be due to lack « 
medical care are thus reduced to 1,500,000 « 
about one third of the shocking total.” 


THE MEDICALLY INDIGENT 


Pro 


“Medical care received by a family depends 
largely on its income ; 30%-40% of the people 
put off going to a doctor because of the 
cost.” 

In an opinion poll, “53% are willing to admit 
that they or members of their families have 
had an experience where paying the doctor or 
the hospital was a hardship.”” 


Public opinion polls show a majority of people 


in favor of the compulsory health insurance 


5 
plan.” 


Con 


“Approximately 10% and more of us ar 
without means to command the services of 
physicians on a self-supporting basis. For these, 
the indigent, relief client or medically indigent 
fraction of the population, medical care 
either given by doctors and hospitals as a mat 
ter of personal charity . . . or it is paid for by 
the welfare departments of local or state gov 
ernments.””” 

“Present sentiment favors insurance company 
plans over either government sponsorship o1 
doctor organization plans.”’” 


VOLUNTARY HEALTH INSURANCE PLANS 


Pro 


Voluntary health insurance plans have “cer- 
tain potentialities’ but the committee was 
“firmly convinced th>t they can never mect 


the total need.’ 


“In certain limited areas and industries, vol- 
untary health insurance plans have done a 
pretty good job, but they couldn’t serve for 


the country as a whole.” 


“The rich will stay out Those who 
gamble on their health will also stay out, as 
will the cultists. The omission of these 
groups will limit the number of subscribers 
With subscribers limited the rates must be 


raised or the benefits diminished.” 


“People with an income of under $2,000 a 
year cannot very well budget for their medical 


6 
services 


There is much duplication and overlapping in 


. 
voluntary insurance. 


Con 


“Voluntary health insurance plans are more in 
keeping [than compulsory ones] with the 
American tradition and will result in far bet 


ter care being given to our people. 


“There is no need for health insurance in th: 
United States, because adequate medical ca: 
can be furnished through insurance on a vol 
untary basis.” 

“The many who cannot accept the ren 
edies provided . . . must either accept that 
which they have no confidence or pay direct} 
for the healing remedy of their choice. If it is 
so difficult . . . to pay once for medical car: 
what shall be said of the difficulty of paying 
twice—once in taxes and a second time 
order to have the kind of treatment one de- 


sires?” 


The average family can afford voluntary in 
surance “if it can afford a daily and Sunday 
newspaper, or a telephone or a movie show 

week. . . . If the average family cannot afford 


to pay for this voluntary insurance, it cer 


| 


xpert Testimony 


Pro 


here is a tendency toward high promotional 
i nd administrative costs.” 
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Con 


tainly cannot afford to have three per cent or 
more deducted from its pay envelope each 


week for compulsory insurance.’ 


COMPULSORY HEALTH INSURANCE—FEDERAL LEVEL 


Pro 


lo cover everyone, the adverse as well as the 
good risks, the young and the old, the sick and 
the well, the rural and the city dwellers, the 
low and the high income groups, the poor and 
the rich areas—all this takes a mechanism as 
presentative and all inclusive as the Federal 


26 


Government.” 


[he experience in this country with voluntary 
disability insurance has raised a serious ques- 
tion whether it is sound for private insurance 
ompanies to underwrite the risk of nonoccu- 
pational disability. Moreover, since an em- 
‘ ployer is not obligated or likely to provide 

nefits for an employee who suffers a non- 
ccupational disability, the elective provisions 

f workmen’s compensation are inapplicable 

the field of disability insurance. Disability 
nsurance should apply uniformly to all gain- 

fully occupied persons who are exposed to the 
should flow out of a 


sk, and its benefits 


ngle governmental pool.”” 


We could probably move fairly rapidly in ex- 


nding the cash benefit system in which a 


bstantial framework already exists.” 


[emporary disability compensation has some 


haracteristics in that these two (temporary 
sability cash benefits and unemployment 
mpensation) may be closely coordinated or 


en integrated.” 


[t is possible, however, that temporary dis- 
ty compensation could be combined with 
manent disability insurance to make a uni- 

system of disability insurance, all inte- 
ted with the national system of social in- 


nce 


Con 


“The plan [W-M-D Bill] covers practically the 
entire population of the United States, except 


the indigent.’”™ 


“The can be 


needy people, but the time has not yet come 


government responsible for 


for the government to step in and assume the 


responsibility of the individual family.’” 


“Substantially all proposals define benefits in 


terms of a wage history which may be com- 


pletely unrelated to the employee’s rate of 


earnings at the time the disability starts.” 


“The 


compulsory temporary disability coverage in- 


scale and conditions of benefits under 
corporated in a Social Security program would 
fixed at the 
nominator for all the various groups of em- 
Such a 
the flexibility of voluntary coverage tailored to 
fit each 


have to be lowest common de- 


ployees solution would sacrifice 


group.” 


Government plans place a ceiling on the level 
of temporary disability benefits; the admin- 
istrative costs would be too high to insure any 


excess.” 


“Disability 


extremely 


insurance is subject to an 


high moral hazard A sound 
social viewpoint will not allow avoidance of 
proper claims, but only a highly efficient or- 
ganization can avoid payment for a very large 
disability for which the 


amount of alleged 


social justification is, at be st, doubtful.” 


“The profit motive, properly safeguarded, can 
provide the discipline necessary to sustain the 
socially desirable and practically essential de- 
gree of efficiency (in claim adjustment), but 


no democratic government can be expected to 
+30 


sustain that degree of efficiency.’ 


| 


Pro 


“It is the obligation of our national leaders 
neither to overstate the need for insurance nor 
to underestimate the cost.”™ 

“The cost will not be greater than that of our 
present inefficient and wasteful fee-for-service 
system. According to leading experts, the 
charge to the average family under a national 
health insurance program will actually be less 
than it pays now, partly because the employer 
and the government will both contribute to 
the fund.” 


Costs would be much smaller under national 


33 
insurance. 


“If American medicine is to be good, it will 


be expensive. It will cost billions.’”™ 


“Medical benefits furnished through social in 
surance are not ‘free medicine’ or ‘free car 

It is of the essence that social insurance is 
contributory and that people pay for what they 
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INSURANCE OF MEDICAL COSTS—THE COST 


Con 


“Under the proposed new plans, the rich w 
pay less and no one can escape paying f 


medical service whether he needs it or not 


Labor will bear “a portion of the employe: 
tax in the form of higher taxes” and “in t} 
form of some increased obstacles to futu 
wage increases.” The payroll tax “will stin 
late the introduction of labor-saving n 
chinery” and “put a premium upon instabilit 
of employment policies.’”™ 

“The Commission is of the opinion that th 
sum ($30 per capita) represents too great 
expenditure to be imposed on the peopl 
the state either directly or indirectly throu 
governmental authority until there has bee: 
more experience in the field of medical 


hospital insurance.””” 


“Once a compulsory system of social insu 
ance is started, it is extremely difficult t 
keep the cost from constantly expanding and 
assuming proportions which were probab! 


neither originally intended or anticipated.” 


PROBLEMS OF ADMINISTRATION 


Pro 


“Economic, social and political conditions 
vary too widely in different parts of the United 
States to make it possible for any system of 
medical care and health insurance to be ad- 


ministered nationally.” 


“The first responsibility for public health rests 
on the local community, but where local and 
state funds are insufficient, the Federal Gov- 


40 


ernment must step in.’ 


Con 
ize 


“If any governmental experimentation in th 
field is eventually deemed advisable, of whic! 
there are grave doubts, it should be at tl 
state level, not the federal.’ 


Blue Cross experience has shown that ther 
are tremendous problems involved in carrying 
out such plans. Caution should be exercised it 
attempting any gigantic over-all plan. Con 
pulsory health insurance is a “prematur 


step.’ 


Personnel 


“With some important exceptions, . this 
country has in peacetime a nearly adequate 
volume of medical facilities and a _ nearly 


adequate number of physicians.” 


“The truth is that before the depression we 
had nearly enough doctors—though only half 


“An adequate number of competent physicia 
is not available to provide the medical servic« 
promised to the people in return for th 

substantial contributions under the bill.” It 
would “take many years to train the require« 


number of physicians.” 
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Pro 


enough dentists—to give complete medical 
care to the American people.” 


“The failure of any community to cooperate 
would lead the Surgeon General . . . to send 
physicians into it to take over the medical 


9915 
care. 


‘Physicians under compulsory health insur- 
ance would earn more than they ever earned 
in peacetime.” 

[here should be some specific provision as- 
suring that the income of physicians will con- 
form on the average to levels at present cur- 
rent in more prosperous communities of the 
United States, with due consideration to the 
fact that income levels should actually be 
somewhat higher than they are today.” 


It is “slanderous” to predict that the American 
people would take advantage of or abuse the 
privileges extended to them under the pro- 


posed health insurance system.” 
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There is no reason to believe that it would 
affect the distribution of doctors. It has not 
done so in other countries.“ 


Scholarships and subsidies have not affected 
an optimum distribution here.“ 


“Under compulsory federal insurance plans, 
the incompetent and unsuccessful doctors of 


today will be guaranteed a better living.’”™ 


Under compulsory insurance, “the Govern- 
ment would become the sole buyer of the pri- 
It could es- 
tablish the rate of pay as surely as any 


vate practitioner’s services. 


monopoly can establish the price of a com- 


modity.” 


[he poor doctor would make about as much 


as the best.“ 


rhe patient would be tempted “to demand 
more attention than he requires” and the 
medical practitioner “to add to his income 


by rendering unnecessary services.”” 


Preventive Procedures 


Early, high-quality doctor care, regular 
check-ups, and the like are perhaps the most 
vital links in the whole medical care chain. 

Any prepayment scheme that does not 


ssure their receipt has serious failings.” 


“If our available personnel is limited, is it not 
possible that the abuses which will develop 
will divert the time and talents of that per- 
sonnel to such an extent that less rather than 
more emphasis will be put on preventive 


care 


Quality of Care 


When 


Government cannot avoid responsibility for 


contributions are compulsory, the 


quality of the benefits.’”” 


“I found them [the Europeans] planning to 
ncrease the percentage of the population cov- 
red and the scope of the medical benefits 


offered under their plans.” 


But the average person would have better 
dical care under health insurance than he 
oes now. For . . . they (the doctors) would 
ive better diagnostic, better laboratory, bet- 


technical and better hospital facilities.’ 


There is no reason why such plans [Blue 
s et al.) should not continue to perform 
seful functions within the framework of the 


tional health insurance system.’ 


“Socialized medicine will give the public only 
quantity, not quality, health protection.’”™ 


“Positive proof exists from experience in other 
countries that inferior medical care results 


9948, 
from compulsory health insurance.”™ 


“The percentage of people receiving dental 
care in this country is higher than the per- 
centage of those receiving such care in any 
other country of the world, even in those 


lands where it is included in a compulsory 


insurance system.’ 


“This [hospital] benefit would be substantially 
less adequate than that provided to the 29 
million people now protected under Blue Cross 
plans and group hospital expense plans. 


Ihe introduction of such an inadequate bene- 
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Pro 


“No longer need the physician hesitate to call 
for the complete working up of a case, re- 
gardless of cost.” 


Social insurance “need not and should not in- 
terfere in any way with the essential profes- 
sional aspects of medical practice.” 


“The only essential change which the insur- 
ance arrangement makes between the physician 
and his patient is the method of payment.” 


“Instead of deteriorating the quality of med- 
ical care, S. 1606 would improve it generally. 
The fear that now keeps doctors and patients 
alike from fully using needed medical attention 
would be removed.” 

“The much advertised fears of ‘socialized 
medicine,’ ‘regimentation’ of doctors, hospitals 
or patients, freedom to choose his doctor and 
the deterioration of the quality of care can be 


made wholly groundless 


Free 


“It will guarantee free choice of doctors and 


free choice of hospitals by the patients and 


free choice of patients by the doctors.’ 


would rather 


The 
than 


propose d plan increase 
limit the 


majority of 


choice of physicians by the 


people. 


rural residents have little choice be- 


great American 
(Now 
cause of the distance factor, most city people 
have little or no contact with ‘family doctors.’ 

This bill will attract 


rural and backward areas.’ 


more doctors to 
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fit on a nationwide compulsory basis probab! 
would be substantially a death blow to the 
voluntary plans of protection.’”™ 


“Dental aspects of the bill are little more tha 


2957 


primitive. 


National medical insurance would “result 

abrupt nationwide changes in medical pra 
tice, which will destroy much of that hig! 
standard of medical care to which we hav 


2942 


become accustomed. 


“The measure will subject to bureaucrati 
control and supervision the intimate and confi 
dential relationship between doctor and pa 
tient and make confidential information r 
sulting therefrom available to employees of 


the Government.”™ 


“More patients, more annual medical visits, 
innumerable forms to be filled out, with no 
immediate increase in the number of doctors 
must ... result [in] a rationed and degraded 


quality of medical care. 


2961 


“Under Government dominance quality 
competition will depreciate.” “It [the Vet 
erans Bureau] was Government-directed medi 


cine at its worst.’ 


Choice 


“Once the law went into effect, every insured 
person would be informed 
in his particular insurance district, who had 


as to the doctors 


agreed to become insurance practitioners. 

Chere would be a limitation of, say, 1,000 01 
1,500 patients per physician. Insured persons 
would be given a certain period of time t 
sign upon some doctor’s panel. If they failed 
to act, they would, after due notice, be as 
signed to some doctor by the Surgeon Gen 
eral of the Public Health Service or 


his loc 


representative. Clearly, there would be a rush 
to get on the panels of those doctors who wer« 
the community—as- 


considered the best in 
suming that they would consent to enter the 
system. Persons who delayed or were recalci 
trant would have to take the less satisfactory 
doctors. Persons moving into the neighborhood 
would have to be content with left-overs. In 
sured persons could not make arrange 
ments with better qualified doctors in adjoin 


5 
508 
> 
| 


Expert Testimony 


Pro 


[here is a question of whether the free 
choice of a physician is a great advantage so 
long as the free choice of a physician may not 
be the choice of a good physician.”” 
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ing communities unless they did so at their 


own expense. 
“Care by allopathic doctors only is provided 
under the systems of government medical care 
insurance now in force in other countries. 

. The penalty for refusing such care is to 
pay twice.”® 


Regimentation 


‘This cry of ‘dictator’ is being supported by 
those of the medical profession whose dicta- 
torial control of medical policies is being 
threatened.” The Surgeon General would not 
be a “medical dictator.”” 


“They [the doctors] fear a curtailment of their 
professional liberties, a change in their con- 
fidential relationship with patients and other 
restrictions of their time-honored traditions. 
No such interference is contemplated. Specific 
safeguards, protecting physicians and the pub- 
lic alike, have been included in our bills to 
preserve the accepted freedoms of professional 
practice.” 

“The chief object of federal health insurance 
is freedom to release the medical profession 
und the public from financial restrictions 
which prevent a wide distribution of good 
nedical care.”* 


‘False accusations of socialized medicine and 
estrictions of free choice are red herrings.” 


“We do not advocate this [state medicine]. 
National health insurance, which we do advo- 
cate, is simply a logical extension of private 
group health insurance plans to cover all peo- 


Health insurance is not socialized medi- 


ne 


(he Wagner-Murray-Dingell Bill is constitu- 


nal 


State licensure laws are so complex, so lack- 
g in uniformity and so obstructive of inter- 
ite mobility of qualified practitioners that 
me federal legislation is necessary to bring 
rder out of this chaos.”™ 


The Wagner-Murray-Dingell Bill would “make 
the doctor subordinate to the bureaucrat... . 
It inevitably would result in absolute regi- 
mentation of the people as far as medical care 
is concerned.”™ 


“The bill undertakes to establish the Surgeon 
General . as a medical dictator, a czar of 
medicine. . . . He would hire all doctors, fix 
their fees, determine their qualifications. He 
could tell you whom you should hire . . . to 
what hospital you might go . and what 
hospitals could operate and at what price. 

He could determine the number of per- 
sons a doctor might serve.” 


Individual responsibility is important. “This 
principle makes any form of compulsion in 
health and indefensible and 


unethica 


irrational 
9967 


care 


The Wagner-Murray-Dingell Bill is “the most 
socialistic measure this Congress has ever had 


before it seriously.”” 


“To contend that a government-imposed 
health insurance program is ‘the logical de- 
velopment of private insurance’ is tantamount 
to arguing that a totalitarian state completely 
dominating all lines of industry is the logical 


outgrowth of democracy and free enterprise.”’” 


“It has been estimated that outside the medi- 
cal profession it would take anywhere from 
250,000 to 1,500,000 employees to operate the 
machinery required.”” 


“Any such concentration of power in Wash- 
ington might work passably as long as those 
who held the power were honest, able and in- 
telligent men, but would be disastrous if the 
power into the 
hands of stupid, selfish or unscrupulous men 


came even for a short time 
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Pro 


‘The number of federal employees would be 


very small,” 


“With our admittedly selfish political or- 
ganizations, new devices for public welfare 
may all too easily be seized for private gain 
and party power and control. That is a very 


grave risk.”™ 
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We find it hard to believe that 
would never reach Washington.” 


such me 


“Once entered upon, there can be no turni: 
sett 
back. 


Summary 


“None of these shortcomings fof the proposed 
scheme] will be anywhere near as costly as the 
toll of lives and health now being exacted by 
our failure to have a national health program 
providing good medical care for all.’™ 


“Millions of our citizens do not now have a 
full measure of opportunity to achieve and 
enjoy good health. Millions do not now have 
protection or security against the economic 
effects of sickness. The time has arrived for 
action to help them attain that opportunity 
and protection.”™ 

“If they [the doctors] do not themselves ag- 
gressively foster and encourage considerable 
reform in medical economics, they are likely 
to find themselves swept into something that 
will seem revolutionary by comparison. By 
one means or another, medical security is un- 
doubtedly coming. The consumers are making 
1 social issue of it, and it will, before too long, 


be met socially.”™ 


“Passage of the Wagner-Murray-Dingell Bil! 
would lead to politics in medical care, bu 
reaucracy and malingering, would tend towa: 
mass medicine and would ultimately cause 

deterioration in the health of the Americar 


people.” 


“Neither is there evidence that outside th 
medical world the bulk of the public demands 
compulsory sickness insurance. Aided by in 
tense governmental propaganda, the mov 

ment for government insurance has gained but, 
to date, the situation remains one where th 
minority is trying to regiment the majority.’ 


“Like Communism and Nazism, it [state med 
ical care] is a German invention. . . . Along 
with [Barnum’s}] sucker is born a politician, 
and nowadays a ‘progressive’ to beat his drut 

for every measure that extends the power < 
the State, even into the most intimate parts 

life. 


THE SOLUTION 


Pro 


‘An increase in propensity to consume is likely 
to occur under an insurance program. 
Under a social insurance program .. . the 


need for such [rainy day] saving is very much 


reduced. Because familics are compensated for 


at least part of their income loss in time of 
emergency, they have to dissave less at such 
times and, therefore, have fewer debts to re- 
pay or savings to replenish while earning. At 
the same time, they probably feel less impelled 


to save against future contingencies.” 


Con 


“If the government wishes to improve th 
health of low income groups, it could bette: 
achieve this purpose by making it possible f 


them to receive a more adequate supply 


food. Statistics show that shortage of food 
among the poor is more serious than shortag 


of medical care. 
“But government can give nothing to som 
without taking from others. But taking wit! 


out paying replaces freedom with despolia 
tion. . . . That is where serfdom to the stat 


begins.” 
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“A doctrine that may not actually say but 
can easily be made to say both that ‘who tries 
to save destroys real capital’ and that, via 
saving, ‘the unequal distribution of income is 
the ultimate cause of unemployment.’ This is 


what the Keynesian Revolution amounts to.”™ 
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would decay and in the end our national 
strength would fail. There is no substitute for 


freedom.”™ 


20. Boas, E. P., testimony April 18, 1946. 


21. Bagnall, E. S., address before Massachusetts Medi- 
cal Society, Boston, June 28, 1946. 

22. Todd, A. J., 

23. Pepper, for Government Medicine, Deprecates 
Voluntary Plans. Medical Economics 23:163 (May) 
1940. 

24. Walch, J. W., Chest and Double Check on Sick- 
ness Insurance. New Y ‘ork: Medical Society of the State 
of New York, 1946, pp. 42 ff., 54. 


25. American Bar Association Committee Reports on 
Parts of Wagner- Murray Bill (S. 1161) Relating to 
Federal Regulation ¢ Medicine. J/.4.M.A. 124:716 
(March 11) 1944. This ae referred to the original 
Wennen-ddent" ingell Bill, but the comment would 
be equally applicable to the later bills (see testimony 
of W. L. Martin, president of the American Bar Asso- 
ciation, before the Senate Committee, April 5, 1946). 


26. Walch, J. W.,™ p. 11. 
Getting, V._A., address before Massachusetts 
Public Assistance Conference, May 1, 1946. 


28. Milliman, W. A., address before American Philo- 
sophical Society, Phitadelphis April 18, 1946. 


testimony May 22, 1946. 


29. Altmeyer, A. J., Formulating a Disability Insur- 
ance Program, Santiago conference, 1942, pp. 5 ff. Mr. 
Altmeyer was referring to permanent disability insur- 
ance, but the arguments are similar for temporary dis- 
ability in this conection. 


30. Farley, Jarvis, and Billings, Roger, An Ap ~ 
to a Philosophy of Social Insurance. Proc. A y Ac- 
tuarial Soc. 29:29, 1942. 


31. Scolten, A. H. Boston Traveler, June 26, 1946. 


32. Simpson, H. D., Compulsory Health Insurance in 
the United States. Chicago: Northwestern University 
Press, 1943, Pp. 51. 


33. Linder, L. J., testimony April 8, 1946. 
34. Butler, Allan, testimony April 11, 1946. 


Medical ¢ are for the People of New York State. 
ye J. B. Lyon Company, 1946, p. 1. 


36. Falk, I. S.° But this “‘may mean that such taxes 
collected from the farmer may fall as much as 50 
cent short of meeting the cost of the proposed anodes. 

. . If there is a federal subsidy, the farmer will not 
escape his share of federal taxes.’ (Muntz, E. E., So- 
cial Forces, March 1946, p. 289. 


37. Hirschfeld, Gerhard, Social Security. Woshingten, 

. C.: American Taxpayers’ Association, 1944, p. 
Mr. Hirschfeld speaks of the “snowball! quality of 
costs.’” See also Williamson, W. R., Selection. Tr. Ac- 
tuarial Soc. America 43:33, 1942; What Compulsory 
Medical Care Would Cost Eventually. Chicago: Re- 
search Council for Economic Security, 1946. 


(Continued on page 572) 


\ 


The 


PROGRAM 


of the 


American 
Dental 


Association 


task of creating a higher level of den- 

tal health in this country is one of th: 
most difficult of all public health prob 
lems. The fundamental reason for this 
condition is that dental diseases have an 
almost universal incidence. Furthermor: 
the treatment of dental diseases and th: 
correction of dental defects usually re- 
quire certain operative procedures which 
are not readily adaptable to mass treat- 
ment. 

In establishing long-range plans for 
attacking the dental health problem, it 
is logical that the basic goals be (1) the 


Is a generally accepted fact that th: 


prevention of dental diseases, (2) the im- 
provement of standards of health service 
and (3) the extension of that health serv- 
ice to ever increasing groups of the popu- 
lation. 

The program of the American Dental 
Association for promoting dental health 
in this country is based on the policies 
adopted by its House of Delegates. Al- 
though the basic pattern of the A.D.A. 
program has not been altered materially 
since the National Health Program Com- 
mittee submitted its recommendations in 
1938, the scope of the program has been 


revised in recent years to take advantage 


of advanced knowledge of the dental dis- 
ease problem and new methods for pro- 
moting dental health. 

The program of the American Dental 
Association is the result of more than ten 
years of study by several committees and 
councils of the Association and is founded 
on two fundamental statements: 

(1) A STATEMENT OF PRINCIPLES WHICH 
ESTABLISHES FOUR RULES FOR AC- 
TION ; AND 

A STATEMENT OF GOALS WHICH ENU- 
MERATES THE OBJECTIVES TOWARD 
WHICH DENTAL HEALTH PROGRAMS 
SHOULD BE DIRECTED. 


(2) 
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of any program 
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CAN THE 83,000 DENTISTS IN THE UNITED STATES PROVIDE FOR THI 
DENTAL NEEDS OF 143,000,000 PEOPLE UNDER A SYSTEM OF COMPULSORY) 
HEALTH INSURANCE? GREAT BRITAIN MADE THE MISTAKE OF PROMISING 
EXTENSIVE DENTAL SERVICE WITH LIMITED PERSONNEL. AMERICA CAN NOT 
AFFORD TO REPEAT BRITAIN’S MISTAKE. 


means of providing adequate dental 

care would be incomplete without a 
description of the personnel now avail- 
able to provide such care. The purpose 
of this article is to supply data regarding 
the number and distribution of dentists 
in the United States, along with the 
number of dental hygienists, dental labo- 
ratory technicians and dental assistants. 
Attention will be given also to the schools 
that have been established for educating 
and training dentists and their auxiliary 
personnel. 


of of dental health and 


Dentists 


Dentistry is a relatively new profession, 
and few persons realize that only about 
126,000 dentists have been graduated by 
the dental schools in this country, and 
that of these, about two thirds are still 
living.* In the one hundred years be- 
tween 1840 and 1940, the number of 
dentists increased from about 1,200 to 
about 71,000,” an increase of over 5,800 
per cent, while the population of the 
nation increased from about 17,000,000 
to about 131,000,000, an increase of 671 
per cent. Figure 1 shows the trend in 


population and the number of dentists, 
along with the estimated figures for 
1947.""* 

Figure 2 is a bar graph showing the 
probable number of dentists now alive 
in the different age brackets, as estimated 
from the number who have been grad- 
uated between 1888 and 1947.’ For a 
chart of this kind certain assumptions 
have been made relative to age at grad- 
uation and the mortality rate of dentists 
in the different age groups, but the final 
figures seem to be substantiated by the 
ages of dentists now recorded in the 
membership files of the American Dental 
Association. Figure 2 is of particular sig- 
nificance because it shows graphically 
that the men now in the oldest age group 
came from relatively small graduating 
classes and that members of the next 


Secretary, Council on Dental Education, America 
Dental Association. 

1. Committee on Economics, American Dental Asso 
ciation, Estimating the Age of the Dentist Today. Un 
published mimeographed report, 1948. 

2. Morrey, L. W., Dental Personnel. J.A.D.A. 32 
1391 (Feb.) 1945. 

3..U.S. Census Bureau, Report Series P-25, No. 12 
— D. C.: U.S. Government Printing Office 


4. Committee on Economics, American Dental Asso 
ciation, Distribution of Dentists in the United States 
Unpublished mimeographed report, 1948 
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oldest group and more recent graduates 
have come from relatively large graduat- 
ing classes. This means that in the next 
ten or twenty years, the total number 
of dentists will continue to increase even 
without relying upon any significant in- 
crease in the present size of graduating 
classes and in number of schools training 
dentists. It should be remembered that 
the total figures given in Figure 2 are 
estimates based on the aforementioned 
assumptions and should not be confused 
with the more accurate data on the total 
number of dentists given in Figure 1 
and elsewhere in this paper. Figure 2 


FIGURE | 


150,000,000 
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also verifies the fact that dentistry is a 
relatively young profession by showing 
the relatively few dentists in the oldest 
age brackets. The average age of den 
tists is slightly less than 47. From Figure 
2 it can be predicted that in the next 
twenty or thirty years the proportion of 
older men in the profession will have 
increased to a ratio which probably will 
be reasonably constant. 

The number of schools training den- 
tists has varied considerably during the 
years, and at present there are thirty- 
eight accredited schools, each of which 
graduates a senior class each year. Two 
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Year of graduation 1888-97 1898-07 1908-17 1918-27 1928-37 1938-47 
Ages in 1948 75- 65-74 55-64 45-54 35-44 25-34 
Number graduating 
in 10-year period 10,928 20,865 21,603 25,933 19,413 21,106 


Number in each age 
group in 1948 820 8,900 


FIGURE 2 


new schools have been started during 
the last three years. One of these will 
have its first graduating class in June 
1950 and the other in 1953. Dental 
schools in the United States accept an- 
nually about 3,100 freshmen.* Of these, 
a fairly large proportion are graduated, 
with the highest percentage of with- 
drawals and failures during the first two 
years of dental! study. Since the war there 
have been three to four times® as many 


12,900 19,900 


17,700 20,700 


Estimated total (ali ages): 80,920 
Average age = 46.8 


students applying for admission as ther 
were places in the freshman classes, anc 
therefore, the schools have been abk 
to exercise greater selectivity than befor: 
in admitting students whom they be- 


5. Council on Dental Education, American Denta 
Association, Dental Students’ Register. Chicago: Ame 
ican Dental Association, 1947- 

6. Council on Dental Education, American Dent 
Association, National Health Assembly Report—Dent 
Health Section, Subsection on Dental Personnel. 1 
published report, 1947 
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lieved could profit most from the edu- 
cational experience which they could 
offer. Because of this selection and the 
extremely high caliber of students who 
have been admitted, the percentage of 
withdrawals and failures will tend to 
decrease in the coming years, and this 
will result in a greater output of dental 
graduates. During the war years, the 
schools operated on an accelerated pro- 
gram, which for a time allowed them to 
graduate a larger number of dentists 
than they had been graduating just 
prior to the war. The present senior class 
in the schools is unusually small because 
this class began dental study near the 
close of the war, when relatively few 
students were deferred from the draft to 
enter professional schools. In 1950, the 
schools will show their normal output 
of dentists again, and the number is 
destined to rise during the succeeding 
years because fewer failures are to be 
expected; many of the schools have ex- 
panded their facilities; new schools have 
been started, and additional ones are 
contemplated. 

The number of dental graduates in 
normal years is considerably more than 
enough to replace the dentists who die 
and retire, although it must be borne in 
mind that the death rate for those now 
in the dental profession has been less 
than it will be ten or twenty years from 
now, because there has been a large per- 
centage of young men in the profession. 
The relatively small graduating class of 
1949, which will probably number about 
1,550,° will be followed in 1950 by a 
class of approximately 2,600. During suc- 
ceeding years this number will probably 
increase slightly and level off around 
2,750 until more new schools get started. 
This is considerably in excess of the 
number lost by death and retirement, 
estimated by some as being approxi- 
mately 1,900 or 2,000 per year for the 
present number of dentists. 

Considerable attention has been given 
from time to time to the ratio of popula- 
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tion to dentists, because it is one indica- 
tion of the theoretical number of persons 
served by a single dentist. While it must 
be borne in mind that all such ratios 
provide an indication of the availability 
of dental care, they do not reflect accu- 
rately the need or the demand for dental 
care. However, it is interesting to note 
the shifts in distribution of dentists in 
the United States since the 1940 census. 
Table 1 compares the number of den- 
tists in the seven geographic areas of 
the United States in 1940 and in 1947. 
Table 2** indicates the changes in popu- 
lation in these areas during this interval. 
While the population of the nation 
increased 8.3 per cent, the number of 
dentists increased nearly 20 per cent. It 
must be remembered that this 20 per 
cent increase is in total number of den- 
tists, whereas the increase in total num- 
ber of practicing dentists would probably 
be slightly less, since the fraction in the 
higher age brackets is increasing. Table 
3 gives the ratios of population per den- 
tist in the seven geographic areas. It 
will be noted that in 1940 this ratio 
varied from 1,306 persons per dentist 
in the Far West to 3,841 persons per 
dentist in the Southeast. In 1947 the 
range of ratios had been decreased, with 
the lowest ratio being in the Middle 
East, where it was 1,340 persons per 
dentist, and the highest in the Southeast, 
with 3,317 persons per dentist. In other 
words, between 1940 and 1947, the ratio 
of persons per dentist declined about 9 
per cent, with the dentist having to serve 
only about 91 per cent of the number of 
patients that he theoretically had to 
serve in 1940. In the southeastern states, 
where the ratios indicate a large number 
of potential patients per dentist, the 
improvement in ratio has been greater 
than in the nation as a whole. The den- 
tist there had only about 86 per cent 
as many potential patients in 1947 as 
he did before. While the ratios in the 
Southeast are still high, the fact that 
sizable changes are taking place in areas 
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Table !.—Increase in number of dentists since 1940 census 


Location 1940 
United States 70,121 
New England 5,023 
Middle East 20,855 
Southeast 7,358 
Southwest 3,025 
Central 22,241 
Northwest 4,081 

7,538 


Far West 


where more personne] is needed is grati- 
fying. Only in the Far West has the 
ratio changed in the reverse direction, 
and this does not warrant concern be- 
cause in this area there are fewer persons 
to be served by a single dentist than in 
most other areas. 

In surveying the services that can be 
rendered by the dentist, it is necessary 
to consider the increase in the number 
of graduate and postgraduate courses 
being given in various institutions, the 
internship and residency programs in 
the hospitals and the increased facilities 
for research. Another consideration is 
that many dentists are electing to special- 
ize. There are many specialty societies, 
and within the last few years specialty 
boards in oral surgery, pedodontia, peri- 
dontia and prosthodontia have had their 
requirements approved by the Council 
on Dental Education of the American 
Dental Association. The boards in these 
four specialties now have licensed 357° 


1947 Increase (Per cent 
83,181 18.6 
6,352 26.5 
25,626 22.9 
8,787 19.4 
3,401 12.4 
24,905 12.0 
4,356 6.7 


9,754 29.4 


specialists, and dentists are continual], 
making application for certifying exami- 
nations. In considering the health of th: 
nation and the services that can be ren- 
dered by dentists, one must take int 
account the special services that th: 
licensed specialists can perform in th: 
areas they serve. For example, the 189 
licensed oral surgeons are located in 
thirty-two states, a good distribution fo: 
the short time that the board in this spe- 
cialty has been certifying specialists. 


Hygienists 


The dentist is assisted in his treatment 
of dental diseases by the dental hygienist 
the dental laboratory technician and the 
dental assistant. Forty states in additio1 
to the District of Columbia and Hawaii 
have laws licensing dental hygienists s 
only Idaho, Nebraska, Nevada, New 


7. Council on Dental Education, American Denta 
Association, unpublished reports 


Table 2.—Increase in United States population since 1940 census 


Location 1940 
United States 131,669,275 
New England 8,437,290 
Middle East 32,192,301 
Southeast 28,261,829 
Southwest 9,782,337 
Central 35,741,574 
Northwest 7,410,435 
Far West 


9,843,509 


1947 Est. Change (Per cent 
142,659,000 + 8.3 
9,113,000 + 8.0 
34,334,000 + 6.7 
29,146,000 + 
10,480,000 
38,548,000 + 7-9 
7,348,000 - 0.9 
13,690,000 +39.1 
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Table 3.—Change in population per dentist since 1940 census 
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Location 1940 
United States 1,878 
New England 1,680 
Middle East 1,544 
southeast 3,841 
Southwest 3,236 
Central 1,607 
Northwest 1,816 


Far West 1,306 


Mexico, Oregon, Texas, Utah and Vir- 
ginia have no licensing laws. Two of 
these states, Nevada and Utah, now have 
laws before their legislatures for the 
licensing of dental hygienists. In gen- 
eral, the educational requirements of the 
schools which conduct courses for the 
training of dental hygienists exceed con- 
siderably the minimum educational re- 
quirements prescribed by law in the 
several states. While most states require 
a course of not less than one academic 
year, all the schools for the training of 
dental hygienists now either follow the 
Council on Dental Education’s require- 
ment for a two year course of study or 
are in the process of changing over the 
curriculum from a one to a two year 
course. There are now twelve® schools 
for the training of dental hygienists in 
approved dental schools, two in detached 
dental infirmaries and one in a state 
teachers’ college. In addition, several 
other schools have recently been started, 
and others are in prospect. The Council 
on Dental Education adopted require- 
ments for the approval of dental hygien- 
ists, and these requirements have been 


Table 4.—Number of dental hygienists in the 
United States since 1924 


Year Number of Members 
1932 904 

1938 917 

1948 1,859 


1947 Change (Per cent) 
1,71 7 _ 8.6 
1,435 —14.6 
1,340 
3,317 —13.7 
3,081 — 47 
1,548 a 3 7 
1,687 — 7.1 
1,404 7.5 


approved by the House of Delegates of 
the American Dental Association. Plans 
for formal inspection of schools are 
under way, but no accredited list can be 
established until all the schools have been 
inspected and their programs evaluated. 
In the meantime, all the schools are 
recognized by the states in which they 
are located as well as by many other 
states. 

Table 4 gives the number of dental 
hygienists registered in the United 
States.° Figure 3 shows the increase in 
number of dental assistants, dental hy- 
gienists, dental laboratory technicians 
and dental laboratories since 1924.7*° 
The number of registered dental hygien- 
ists has increased about 1,400 per cent 
during the last twenty-four years, and 
in the last sixteen years has more than 
doubled 


Dental Laboratory Technicians 


The number of commercial dental 
laboratories has grown from two in 1890 
to about 5,000 today. The number of 
persons studying to become dental lab- 
oratory technicians is large as a result of 
G.I. benefits. A year ago 2,635° students 
were enrolled in various schools for train- 


8. Council on Dental Education, American Dental 
Association, The Dental Hygienist and Dental Assistant. 
Unpublished report, 1948. 

a. American Dental Hygienists’ Association, na! 
communication from executive secretary, A ebekah 
Fisk, January 1949. 

10. O'Rourke, J. T., Analysis of a Survey of Dental 
Hygienists in the United States. /. Am. D. Hygienists’ 
A. 22:6 (Jan.) 1948. 
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Dentists offices 


Employad in laboratories 


Employed in laboratories 
A. 
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Permanent employees 


Apprentices 


FIGURE 3 


ing laboratory technicians, and 4,972 
were being trained in laboratories. Only 
244 were enrolled in the four nonpro- 
prietary schools, whereas the remainder, 
2,391, were enrolled in nineteen pro- 
prietary schools. 

Last year the Dental Laboratory Insti- 
tute of America'’:'* reported that in 
5,077 laboratories there were 14,286 per- 


manent technical workers in addition to 
the 4,972 trainees. Of the trainees, 4,107 
were receiving training under Public 


Law 346 (the G.I. Bill of Rights) and 


11. Dental Laboratories’ Institute of America, per 
sonal communication from executive secretary, E. Reed 

12. Horner, H. H., unpublished paper read at Con- 
ference on Prosthetic Dental Service sponsored by the 
Prosthetic Dental ice Committee, y me vo Denta! 
Association, Stevens Hotel, Chicago, June 1947. 
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Table 5.—Number of dental assistants in the United States since 1924 


Membership 


200 
327 
529 
627 
849 
1,042 
1,218 
1,487 
1,366 
1,005 
1,064 
1,298 
1,405 


802 under Public Law 16 (the Voca- 
tional Rehabilitation Law). Even after 
allowance for the number of students 
and apprentices who are apt to with- 
draw from the training program, it has 
been estimated that the output from 
these schools and laboratories will be 
nearly 2,000 a year. It is estimated that 
there are about 3,500 technicians em- 
ployed by dentists outside the commer- 
cial laboratories, and with the 14,286 
permanent technical workers in the labo- 
ratories there now are nearly 18,000 
permanently employed laboratory work- 
ers. Permanent employees and trainees 
make a total of about 25,000. The nearly 
2,000 new technical workers each year 
will undoubtedly exceed the number who 
die or retire each year, and therefore the 
number of technical workers is continu- 
ing to increase. 


Dental Assistants 


Table 5 shows the number of dental 
assistants who have been members of 
the American Dental Assistants Asso- 
iation since 1924.”** The current mem- 
ership figure of 5,856 includes girls in 
ll except five states, Delaware, Mary- 
ind, Mississippi, North Carolina and 
Wyoming. Of the total number, 1,109, or 

arly one fifth, are in California. There 

no legislation either pending or exist- 


Membership 


Year 
1937 
1938 
1939 
1940 
194! 
1942 
1943 
1944 
1945 
1946 
1947 
1948 


2,095 
2,555 
2,005 
3,155 
3,147 
3,103 
2,520 
2,777 
2,852 
3,701 
5,028 
5,856 


ing in the states relative to the licensing 
of dental assistants. 

Dental assistants have certified 
by the American Dental Assistants Asso- 
ciation for the past year. The certifica- 
tion requirements are reported to be 
either ten consecutive years as a dental 
assistant with no or the 
successful completion of a study course 
of one hundred and four hours with an 
examination under the supervision of 
local dentists. 


been 


examination 


Conclusion 


It can be concluded from the figures 
in this paper that the supply of dental 
personnel is constantly increasing. At 
the rate at which the number of dentists 
is increasing, there probably never will 
be a population-to-dentist ratio of the 
kind some persons believe essential. How- 
ever, not only the number of dentists but 
the number of personnel to assist them 
is increasing rapidly, and attention is 
being given to approved educational pro- 
grams for auxiliary personnel, to provide 
dentists with well qualified assistance in 
their work. 

The schools are endeavoring to ex- 
pand their facilities so as to accept more 


personal 


Martin, 


13. American Dental Assistants Association 
communication from executive secretary, M L 
January 1949 
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Table 6.—Proposed plan for offering additional educational facilities to about 750 applicants 


Number of dental 


schools now 


State areas 


New England 
Middle Atlantic 


East North Central 
West North Central 


South Atlantic 
East South Central 
West South Central 
Mountain 


Pacific 


Summary total 


of the able students applying for ad- 
mission. H. H. Horner™* suggested two 
methods whereby about 750 additional 
dentists might be graduated each year. 
This plan included the starting of several 
new dental schools and the expansion 
of facilities in existing schools. The plan 
is outlined in Table 6. 

It is important to recognize the many 
problems which make the starting of a 
new school difficult. Building costs are 
high, and even the existing schools are 
having difficulty in recruiting a sufficient 
number of well trained faculty members. 
Also, the cost of educating students in 
all the professional fields has been in- 
creasing rapidly in the last five or six 
years. Some institutions are finding it 
necessary to use reserve funds or to go 
in debt to continue their support of 
professional education. 

School administrators, most of whom 
have tight budgets, now are reluctant to 
take on the responsibility of any new 
department, for fear it may take away 
from the support that can be given to 


existing de partments nd _ schools. 


Additional schools propos: 


I 
2 


1, plus expansion of 
present facilities 


Expansion of present 
facilities 


i 


1, Or expansion of 
present facilities 


9, plus expansion of existin 
facilities in two areas 


It is estimated that the number of 
applicants wishing to study dentistry may 
decrease some in the next few years. At 
the present time there are approximately 
three times as many applicants as_ th: 
schools can accept. It seems reasonabk 
to assume that the number of applicants 
Will probably never become so few as t 
reduce the number of new, qualified 
students accepted for admission. Th 
output of dental graduates will continu 
for some years to increase, and the num 
ber of graduates is considerably abov 
the number lost through death and r 
tirement. Therefore the dental educatior 
program in the United States is m 
geared to reducing the ratio of popula 


tion per dentist. Also the approved edu- 


cational programs for the dental hygien 
ist and the dental laboratory technicia1 
will assist in increasing available denta 
service. 


14. Horner, H. H., Ap? or Adn 


Dental Schools, 1947 U apubl hed report of Cour 
Americar 


on Dental Education Dental Associatio 
also included in unpublished report of National Hea 
Assembly.* 
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The British 
Health Insurance 
Scheme through 
the eyes of a 
Canadian Dentist 


Don W. Gullett 


NINE MONTHS’ EXPERIENCE WITH BRITAIN’S NEW DENTAL PROGRAM DEMONSTRATES 
THAT IT IS THE WRONG WAY TO ATTACK THE DENTAL HEALTH PROBLEM. IT PLACES A 
PREMIUM ON RESTORATIVE DENTISTRY AT THE EXPENSE OF PREVENTIVE DENTISTRY, 


WITHOUT WHICH DENTAL STANDARDS CAN NEVER BE RAISED. 


HIS COMPREHENSIVE report was studied 
by the Health Insurance Committee 
of the Canadian Dental Association 

at a meeting in Toronto, November 8, 
1948. 

rheir complete findings will be em- 
bodied in the report of the Committee to 
the Board of Governors. However their 
reactions, as to the practicability of such 
a plan for Canada, may be gained from 
the following two resolutions passed by 
the Committee: 

“That Dr. Don W. Gullett be heartily 
congratulated on the thoroughness of his 
report on Dental Service under the 
N.H.S.A. of Great Britain and more spe- 
cially for having expressed his personal 
opinion based on the impressions he 
gathered locally during his trip overseas,” 


“Though it is the desire of this Com- 
mittee to do its utmost to plan for the 
improvement of the dental health of the 
Canadian people, it is our duty to state 
that in our studied opinion, the imple- 
mentation of a plan similar to the Na- 
tional Health Service Act of Great Britain 
by the Government of Canada would 
iltimately prove to be a regression rather 
han an advancement in the dental 
health standards of the people of Can- 


} ” 
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The Report 


To examine the Act itself and the end- 
less regulations would be a most tedious 
procedure and will not be the purpose 
of this report. An attempt will be made 
to cover the more outstanding points and 
make observations on the same as ob- 
tained during my investigation, through 
interviews with government health offi- 
cials, representatives of health profes- 
sional bodies, and individual members of 
professions, together with personal con- 
clusions. 

A report consisting of a series of 
platitudes becomes a most insipid and 
useless affair. Somewhere during my in- 
numerable interviews it suddenly dawned 
upon me how difficult it would be to set 
down on paper my conclusions. Several 
factors caused this difficulty to arise in 
my mind. In a search to gain the truth, 
the method was adopted of covering 
definite controversial points with gov- 
ernment officials, representatives of pro- 
fessional organizations and_ individual 
practitioners. To use a current English 
phrase, an endeavor was made “to pick 
their brains.” Obviously an investigator 
cannot write a report in agreement with 
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all concerned, and if attempt was made 
to give all viewpoints expressed, it would 
reach unlimited proportions of monoto- 
nous reading, and be of little value. 

Personal conclusions are not always re- 
liable and are often subject to change 
with further light. In this respect it 
should be stated that six weeks is hardly 
long enough to cover thoroughly such a 
complicated matter. 

All observations contained are made 
from the Canadian point of view and 
are not meant to be critical of any indi- 
vidual. 

This latter statement is made in view 
of the generous courtesy extended to me 
by everyone. Even confidential reports, 
which this is not, have a way of getting 
from place to place. Consequently, it is 
my hope that the above purpose will be 
fully understood. 


General Statement 


The attitude of both government offi- 
cers and officials representing profes- 
sional organizations upon the underlying 
principles of the need for adjustments in 
health services is practically uniform. All 
agree that necessity existed for new ar- 
rangements in order that modern health 
services could become available to all the 
population. The differences have oc- 
curred as to the methods by which the 
services were to be carried out. 

The professions objected strenuously 
to being regimented, to having their clin- 
ical freedom curtailed, to being started 
on a path which would lead them to civil 
service status, and in general to any 
destruction of individualism. Sir Lional 
Whitley on his election this year as Presi- 
dent of the British Medical Association 
made the following comment: “By look- 
ing back into history I hope I have made 
it abundantly clear that individualism 
has done so much in the past that were 
it extinguished either by the state or easy 
living. by regulated hours, or too much 
insistence upon plans or planning, then 
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medicine in the future will never reac} 
the same heights of achievement.” Thi: 
statement fairly well represents the fea: 
which exists among professional men and 
as one examines the legislation, togethe: 
with the multitude of regulations, muc! 
reason is found for such fear. 

On the other hand it is but fair 
state that numerous government healt! 
officials, when I pointed out the destruc 
tion of incentive under the scheme 
stressed the measures being taken to cul- 
tivate initiative by means of placing me: 
in a safe financial category, providing 
fully paid for postgraduate courses and 
making provision for promotion within 
the service. Illustration was given that 
the greatest contributions to health sci- 
ences have usually been made by th: 
most ill-recompensed members. Admis- 
sion was made that it would not be easy 
to cultivate professional advancement 
among general practitioners under a 
more or less uniform basis of payment 
and also that controls would be necessary 
to deal with cases of bad service. 

The originators of the plan never in- 
tended to institute the full health pro 
gram at one time, but the political situa. 
tion forced its adoption as a whole. Th: 
scheme was developed with the idea of 
bringing it into operation in piecemea 
fashion over a term of years. Evidenc: 
was apparent that adequate preparatio: 
had not been made for the adoption o! 
the whole measure. Admission was mad: 
that the sudden expansion had left 
everyone in a position of not being abl: 
to predict costs or compute personne! 
requirements. 

All in all the situation can be sum- 
marized by saying that the whole schen« 
is one grand experiment in the realm o! 
health services taking place in the socia 
laboratory of Great Britain. Its success o1 
failure will have repercussions elsewher 
and consequently the progress of the ex- 
periment is of importance to every indi 
vidual member of any health professior 
in the world. 


> 
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Three Factors 


Social Progress.—Admitted generally is the 
fact that England has been a leader in 
social reforms throughout the ages. While 
many may not agree with the type of 
social change occurring during the pres- 
ent years, history does prove that Eng- 
land has been foremost in adopting the 
products of social science. In reality a 
bloodless revolution is occurring in that 
country at the present time. Other coun- 
tries with a similar revolution had men 
hanging on the lampposts. The rapidity 
of the change has been accentuated by 
the recent war. Without the war the in- 
troduction of the already adopted and 
proposed measures related to social se- 
curity would have occupied quite prob- 
ably several decades, and furthermore, it 
is within reason to think that some of the 
measures might have fallen by the way- 
side in more normal times. 

Commonly, it is said that socialization 
has been forced on the people by the 
government now in power. Cursory study 
will quickly show that the social trend 
was neither forced nor instigated by the 
present government. The birth of the 
quickened movement toward greater so- 
cial security occurred with the publica- 
tion of the Beveridge Report in 1942— 
its recommendations being accepted by 
the government then in power. As a 
matter of fact, one finds that all political 
parties desire credit for the underlying 
principles. It is only the methods which 
are disputed. 

Cognizance should be taken of the fact 
that the health program is only a part 
of the social security plan which is being 
put into force and aimed at the abolition 
of want. The whole plan provides bene- 
fits covering the contingencies of life, 
including unemployment, disability, old 
age, widowhood, maternity, funeral and 


health. 


Health Insurance.—Health insurance is by 


no means new in Great Britain. Partial 
coverage has been in force since 1914, in 
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that employees have had a form of sick- 
ness coverage. Many medical and dental 
practitioners have been engaged in this 
type of practice almost entirely. Such 
measures do not usually decrease in scope 
but show a marked tendency to increase 
in coverage as time goes on. The present 
action has been to change an existing 
scheme greatly, to broaden the coverage 
to include the whole population and to 
make the health arrangement form a 
part of a complete scheme of social in- 
surance rather than something separate 
from the standpoint both of administra- 
tion and of effect. 

A good account of the controversy fol- 
lowing the introduction of the Health 
Insurance Bill of 1911 is given in the 
Britannica Year Book for the year 1913. 
An interesting comparative analysis can 
be made between the professional reac- 
tion at that time and what has been 
taking place in respect to the present 
legislation. Note must be taken of a 
changed attitude, in that the dispute of 
1911-14 was one of entire opposition by 
professional groups, while the recent op- 
position was not to the principle aimed 
at but rather to how it was to be done. 
The importance of this changed think- 
ing on the part of professional men 
should be particularly underlined be- 
cause it represents social change within 
the professions. 

Again, it should be repeated that rep- 
resentative health professional bodies 
have repeatedly agreed with the under- 
lying principles of the movement and it 
is only upon the modus operandi that 
disagreement has occurred. Freely, it is 
stated that decisions must be made on the 
basis of what is good and what is not 
good social progress. 


Representatives of Dentistry —The dental 
profession found itself in a most unfor- 
tunate position throughout the discus- 
sions upon the new proposal in that there 
exist in Great Britain three separate or- 
ganizations representing dentistry. Ap- 


526 


proximately 58 per cent of the dental 
practitioners are members of the British 
Dental Association; 28 per cent belong 
to the Incorporated Dental Society, and 
14 per cent to the Public Dental Services 
Association. A considerable number are 
members of more than one of the or- 
ganizations. Until recently the British 
Dental Association restricted membership 
to academically qualified members. The 
Incorporated Dental Society originally 
consisted of those known as “1921 men,” 
who were not graduates of a dental 
school and who were taken on the Den- 
tal Register at the time of the passage of 
the 1921 Dental Act. The Public Dental 
Services Association, as the name implies, 
consists of those employed in public serv- 
ices. At one time, in order to obtain pa- 
tients under the health insurance scheme 
it was necessary to be a member of the 
last association. The lack of unity within 
the profession proved to be a stumbling 
block all through the discussion upon the 
new Act. Efforts were made to form joint 
committees for the purpose of presenting 
a united front, but these were not suc- 
cessful. Easily one group was played 
against the other, and all were losers in 
the end. The present situation of the den- 
tists, as will be shown later, might have 
been much better if unity had existed 
within professional ranks. 


Controversial Issues 


Since the beginning of the discussions 
two main issues, among many minor ones, 
have stood out, (1) clinical freedom and 
(2) basis of payment. 


Clinical Freedom.—The accusation was 
made by the representatives of the pro- 
that the Minister becomes an 
actual dictator of health services. In 
reading the legislation one certainly gains 
such an impression, for the wording is 
such that the Minister appears practically 
in every instance as the supreme ruler 
in all decisions. Defense of this position 
is offered by the government by stating 


fessions 
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that the Act is no different from any 
other legislation in this respect; that the 
Minister accepts the responsibility for 
the carrying out of the legislation and 
that the Minister in practice accepts the 
advice of his advisers. However true this 
may be, it is self-evident that the Min- 
ister possesses. tremendous powers over 
the health services rendered under the 
legislation. 

Government officials, at almost every 
opportunity, being very conscious of this 
criticism, were most anxious to point out 
the democratic nature of the whole ar- 
rangement. It was pointed out that in 
the case of every committee the members 
of the profession themselves were ade- 
quately represented or in complete con- 
trol. This matter will be more fully dis- 
cussed when we come to the administra- 
tion of the scheme. 


Basis of Payment.—-The method of pay- 
ment for professional personne] is a most 
difficult matter under any government 
health service plan; particularly is this 
true in respect to dental personnel. The 
difficulties experienced in the different 
countries with national health plans in 
effect give adequate proof of this state- 
ment. Anyone who can devise a satis- 
factory plan for all concerned for the 
payment of dental personnel will deserve 
great credit indeed. 

Under the British plan, medical per- 
sonnel are paid upon a per capita basis 
which means a certain set amount per 
annum for each patient accepted by the 
medical practitioner, and the maximum 
number of patients which he can accept 
is limited. The representatives of the 
dental profession refused to accept this 
basis of payment and held out for what 
is known as a grant-in-aid arrangement, 
which was refused by the government. 
Grant-in-aid is a system whereby the gov- 
ernment sets a fee for each operation but 
the dentist is permitted to continue to 
charge his fee and the patient pays the 
difference between the government fee 
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and the dentist’s personal fee. This sys- 
tem is in operation in several countries 
at the present time. The refusal of the 
government was based upon the argu- 
ment that such a system had not been 
successful in other countries. 

The result is that the dentists continu- 
ing to practice in their private surgeries 
are paid upon a set fee schedule with no 
variation of the fee whatsoever and those 
who practice in a health center are paid 
upon a salary basis. Owing to building 
difficulties in Great Britain, health cen- 
ters will not become numerous for sev- 
eral years. But, it is obviously proposed, 
and openly so stated by the government, 
ultimately to have dental health services 
performed in health centers by salaried 
dentists. This would mean the placing of 
members of the dental profession in civil 
service status and is the crux of the argu- 
ment between the profession and the 
government. The association opposes 
such an arrangement, saying that the 
speed of the slowest horse becomes the 
speed of all and fearing for the future 
community dental health service under 
such an arrangement. In addition it is 
thought that initiative cannot be re- 
tained in professional ranks by the meth- 
ods suggested by the government when 
the basis of payment becomes a salary. 
This is the crucial issue faced by the 
dental profession in Great Britain and is 
the main reason why the British Dental 
\ssociation has instructed its members 
not to sign into the scheme. 

The British Medical Association, rep- 
resenting virtually all the medical prac- 
titioners of Great Britain (at least there 
exists no opposing representative or- 
ganization), saw~ this same possibility. 
Through a series of plebiscites they re- 
fused by a large majority to cooperate 
until complete assurance was given them 
by the government that they would not 
be forced to become civil servants. In a 
plebiscite taken after the assurance was 
medical by a 


obtained practitioners, 


slight majority, still refused to cooperate. 
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In this situation the British Medical As- 
sociation took negative action in that it 
did not instruct its members not to join. 

Owing to the lack of unity within the 
dental profession, referred to earlier, the 
dentists were not able to take concerted 
action. It was known that large numbers, 
especially members of the organizations 
other than the British Dental Association, 
were willing to accept the terms—in- 
formation which was known by the Min- 
ister. As a result, at the end of one 
month’s operation of the scheme over go 
per cent of medical practitioners had 
signed and approximately 50 per cent of 
the dentists had agreed to cooperate. 

One other point probably affected the 
large number of medical practitioners in 
signing up at once for they had consid- 
erable to lose by not signing on the ap- 
pointed day (July 5, 1948). Compensa- 
tion provided to medical practitioners for 
the loss of their practices was contingent 
upon their joining the scheme on the ap- 
pointed day. This compensation is not to 
be paid at once but becomes a part of 
the practitioner’s estate or under certain 
circumstances of proved need may be 
paid with an interest rate in the meanh- 
time. No provision is made for similar 
compensation to members of the dental 
profession. 

However, medical practitioners had to 
accept what is known as negative direc- 
tion, in that they are not directed where 
they can set up practice but are told 
where they cannot begin to practice. This 
does not apply to dentists, but opinion 
is expressed that sooner or later the same 
negative direction will likely apply to 
dental practitioners and they will prob- 
ably lose out in respect to any compensa- 
tion for loss of practice. 


Dental Practice Under Former 
Health Insurance Plan 


Before proceeding to further explana- 
tion of the adopted arrangement, some 
statement of dental practice under the 
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preceding health insurance scheme is 
necessary. The experience gained has af- 
fected the new legislation. The following 
statement taken from a government 
actuary’s report 75357-1-4 April 1938 
explains a great deal. “Analysis of 74,000 
dental letters in 1937—-66 per cent were 
for the provision of dentures; 20.3 per 
cent for the repair of dentures; 68.2 per 
cent for extractions; 23.2 per cent for 
fillings and 26.3 per cent for scaling.” 
Five-sixths of the total cost of these 
services was for extractions and dentures, 
which demonstrates that the service was 
definitely not of a tooth-saving character. 
It is said that a great number of the den- 
tists who limited their practices to health 
insurance patients hardly ever inserted a 
filling and did not need to do so in order 
to do well financially under the old Act. 

The new legislation has made a real 
endeavor to correct this situation by lend- 
ing encouragement to the practice of 
conservative dentistry. As will be seen 
presently, this is particularly true in re- 


spect to the fee schedule adopted. In 
addition, priority is given to dental treat- 
ment for expectant mothers and children. 
This directed aim is most creditable and 
indicates careful thought in directing the 
scheme. 


Computation of Basis for Payment 


The method used to arrive at the 
adopted fee schedule is worthy of note. 
A committee, known as the Spens Com- 
mittee, was appointed by the government 
to bring in a report upon the remunera- 
tion of general practitioners of dentistry. 
This committee made an _ exhaustive 
study of the subject upon a scientific 
basis. Recommendations were made in 
terms of net income and also in terms 
of 1939 value of money, leaving neces- 
sary adjustments to present conditions 
for others. Evidence was secured of the 
incomes received by dental practitioners 
during the years 1936, 1937 and 1938. 

A few of the points stated in this re- 
port may be of interest: 
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1. That the difference between the in- 
comes (net) of those in large towns and 
those in small towns were not so large as 
to make separate consideration necessary. 

2. That 75 per cent were found to 
have incomes under £1,100 ($4,400) a 
year, “showing that very few dentists 
make large incomes, that most dentists 
are making net incomes of less than 
enough to meet minimum middle class 
expenditure, and that a quarter of the 
profession of necessity live below this 
standard.” 

3. That the practice of dentistry is ex- 
ceptionally arduous. 

4. That “a very real limit upon the 
number of hours that a dentist can be 
expected to work at the chairside with- 
out loss of efficiency” is imposed. Con- 
clusion was reached that thirty-three 
hours a week by the chairside for forty- 
six weeks in a year or approximately 
fifteen hundred chairside hours a year 
together with the necessary hours spent 
away from the chair represented employ- 
ment which would not impair efficiency. 

5. That recruitment to the dental pro- 
fession has been far from satisfactory and 
that the profession should be made more 
attractive. 

6. That a dentist working efficiently 
with appropriate assistance and for the 
hours stated above should receive £1,600 
($6,400) net income in terms of 1939 
values. 

This report was not presented until 
May 1948, or within a few days of the 
appointed day (July 5) for the Act to 
come into force. As soon as the report 
was adopted it was converted to 1948 
terms by adding 20 per cent, which less 
superannuation (6 per cent) equals 
£1,788 ($7,152) net income per annum 
or £1. 3s. gd. ($4.75) per hour based 
upon the recommended fifteen hundred 
hours per year. The last available report 
was for the year 1939, which gave the 
ratio of 48 per cent of gross income rep- 
resenting costs. In order to equate the 
costs in terms of the year 1948, the gov- 
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ernment increased the cost ratio to 52 
per cent, which gave a gross income of 
slightly over £4,000 ($16,000) per an- 
num. On the accepted basis of fifteen 
hundred hours per annum, an hourly 
basis of between £2 and £3 ($8 and 
$12) was obtained. It was calculated 
that a simple amalgam filling required 
one-half hour for completion, and as a 
result of the above calculations the fee 
for this operation was set at £1 ($4). 
Other fees were estimated accordingly. 
The Spens Report and the adjust- 
ments made by the government were 
considered to be eminently fair. Un- 
doubtedly many dentists who had de- 
termined to stay out of the scheme joined 
when the scale of fees became known, 
being influenced thereby. Representatives 
of the dental profession, however, im- 
mediately pointed out that the ultimate 
objective was not payment by means of 
a fee schedule but on a salary basis, and 
once a dental practitioner gave up his 
private practice it would be exceedingly 
difficult to resume private practice if the 
service itself or future adjustments in the 
payment to practitioners did not suit him. 
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The Adopted Fee Schedule 


The fee schedule consists of numerous 
items, the first eight of which illustrate 
the main points here to be considered. 

Specific details are set forth in respect 
to the conditions of treatment and the 
materials to be used. The nature of the 
material to be used must be indicated on 
the submitted estimate form. It is ob- 
served that in regard to item 4 treatment 
to which this fee applies is to include 
silver nitrate applications. 

Observation of these items will show 
at once that the fees payable for oper- 
ative dentistry compared to those for 
prosthetic dentistry lend strong emphasis 
to the conservation of mouth health, 
which must be admitted as commend- 
able. These fees apply to dentists who 
are practicing elsewhere than at a health 
center and supply their own surgeries. 
As a matter of fact, regulations are set 
forth stating what kind of service shall 
be supplied, how the surgery shall be 
equipped and also that, upon proper no- 
tice, the Regional Dental Officer shall 
be admitted to inspect the premises. 


MAIN POINTS OF FEE SCHEDULE 


10s. od. ($2)—not chargeable in respect of re- 
pairs for dentures for edentulous patients or where 
the dental practitioner has been paid or is entitled 
to payment of a similar fee for an examination 
within the preceding six months in the case of a 
person 21 years of age or over or within four 
months in the case of a person under 21 years of 


Clinical examination and report 


age. 
16s. 6d. ($3.30)—not chargeable where the esti- 
mate includes subsequent extraction of the teeth 
charted for scaling unless the Dental Estimates 
Board approve 


Normal scaling and gum treatment 
per individual 


Filling—per filling 
(i) Amalgam 
(a) Involving one surface £1 os. od. ($4), with a maximum fee of £1 10s 
od. ($6) per tooth 
(b) Involving more than one 
surface 


ii) Silicates 


£1 10s. od. ($6) 
£1 5s. od. ($5) with a maximum fee of £1 7s. 
6d. ($5.50) per tooth 


Conservation of deciduous teeth 
Fee per tooth 


Root treatment (per tooth) 
(a) Single rooted (nonseptic) 
(b) Multirooted and all septic teeth 


Extractions 

1 or 2 teeth 

3, 4 or 5 teeth 

6, 7 or 8 teeth 

9, 10 or 11 teeth 
12, 13 or 14 teeth 
15, 16 or 17 teeth 
18, 19 or 20 tecth 
Over 20 teeth 


Administration of anes- 
thetic: 
with extraction of 

1-3 teeth 

4-11 teeth £1 
12-19 teeth £1 
£2 


general 
fee per visit in connection 


20 teeth or over 


Provided that no fee in excess of 10s. ($2) shall 
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. 6d. ($2.10) 


($8) 
($12) 


($2) 
($3) 
($4) 
($5) 
($6) 
($7) 
($8) 
($9.50) 


. od, 
. od. 
. od. 
os. od. 


($2) 
($4) 
($6) 
($8) 


be payable unless a doctor or dentist, 


other than the dentist carrying out the extraction, administers the anesthetic and no fee 


shall exceed £2 os. od. ($8 


Dentures 
(i) Full upper and full lower 
(ii) Per denture 

I, 2 or 3 teeth 

4-8 teeth 

g-14 teeth 


£10 


£4 
£5 
£6 


per individual case 


($42) 


10s. 


6d. 
15s. od. 
1s. 6d. 


($19.50) 
($23) 
($24.30) 


17S. 


Provided that no fee for both upper and lower dentures shall exceed £10 10s. od. ($42) 


iii) Lingual bar 


may 


More Expensive Type of Treatment 


The regulations also prescribe the 
charges payable by persons in respect of 
the supply, replacement or repair of den- 
tal appliances of a more expensive type 
than the standard type and in respect to 
special dental treatment. The services 
permitted are enumerated in items 25 to 
29 of the fee schedule 

In the case of expensive dental ap- 
pliances and special dental treatment, as 
listed here, the dentist “shal] submit to 


Such additional fee as the Dental Estimates Board 


approve 


the Dental Estimates Board an estimate 
of the normal charge on a special dental 
estimate form and a further estimate ol 
the additional or special charge. . . . Be- 
fore submitting the forms the practi- 
tioners shall obtain the signature of the 
person concerned to the further estimate 
and shall not proceed with any treatment 
other than emergency treatment or in 
case of repair treatment not exceeding 
£2 ($8) until approval is given . . . the 
Board shall indicate . . . the amount de- 
termined in accordance with a scale set 
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out in regulations (see below) made 
under the Act to be paid by the person 
supplied or treated and shall inform that 
person of the amount.” This quotation 
is made from the regulations, which indi- 
cates that nothing is left to chance. The 
spread of the fees possible is set forth; 
permission to proceed must be obtained, 
and the patient is notified how much of 
the cost must be paid by him. The dental 
practitioner is responsible for collection 
of additional fee. Exception is made for 
the provision of such expensive or special 
dental treatment when in the opinion of 
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the Board (not the dental practitioner) 
such treatment is required by the person 
concerned owing solely to his clinical 
condition, when it shall be supplied free 
of charge. 


Sequence of Transaction 


In order to present the actual pro- 
cedure, a simple case is outlined as fol- 
lows: 

1. The patient desiring dental services 
goes to the post office and consults a list 
of the dentists of the area who have sig- 


FEES FOR MORE EXPENSIVE TYPES OF TREATMENT 


25. Metal dentures—fee per denture 


Such fee as the Dental Estimates Board may ap- 


prove within the range of: 


(a) Gold £8 
(b) White Gold £8 
(c) Stainless Steel £7 


26. Repairs of metal dentures 


with 


17s. 6d. to £18 5s. od. ($35.50 to $73) 
12s. 6d. to £14 5s. od. ($34.50 to $57) 
10s. od. to £10 15s. od. ($30 to $43) 


The appropriate fee for a normal repair together 


such additional or special charge as the 


Dental Estimates Board may approve 


27. Gold filling—per filling 


Such fees as the Dental Estimates Board may ap- 


prove within a range of £2 os. od. to £5 10s. od 
$8 to $22 


28. Inlays Such fee as the Dental Estimates Board may ap- 


prove within a range of 


(a) Involving one surface £4 
(b) Involving two surfaces £5 
(c) Involving three surfaces £5 


29. Crowning 
(a) Shell crown — 
necessary root treatment £4 

(b) Post crown— including root 
treatment £5 
(c) Jacket crown 


excluding any 


7s. 6d. 


($16.50 to $20) 
($21.40 to $26) 
($23.50 to $28.50) 


as. 6d. to £5 os. od. 
7s. od. to £6 10s. od. 
17s. 6d. to £7 2s. 6d 


($17.50) 


/ 


15s. od. ($23) 


Such fee as the Dental Estimates Board may ap- 


prove within a range of £7 10s. od. to £9 7s. 6d 


$30 to $37.50 


Estimates 


or such higher fce as the Dental 
Board may in special circumstances 


approve 


For such treatment the prior approval of the Dental Estimates Board is required, except 
that (a) extractions not necessitating the supply of dentures; (b) treatment for relief of pain 
© other urgent symptoms; (c) radiologic examination up to a fee of £2 2s. od. ($8.40) and 


d) repairs to metal dentures up to a fee of £2 os. od. ($8) 


prior approval. 


may be carried out without 


— 
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nified their willingness to accept patients 
under the service. She selects one of these 
and proceeds to his address. 

2. When she arrives at the dentist’s 
office she presents her registration card 
and asks him if he will accept her as a 
patient. (He has the right to refuse.) In 
the event that he accepts her a form 
supplied by the government is made out 
in her name. The patient signs a section 
of the form stating that she desires treat- 
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ment by this dentist. The dentist signs a 
detachable portion of the form and gives 
it to the patient, which is the patient's 
guarantee of service by the dentist con- 
cerned. He probably then makes an ap- 
pointment for the patient. 

3. At the time of the appointment the 
dentist makes an examination of the pa- 
tient’s mouth and enters on a chart pro- 
vided on the form for the purpose a 
complete report of the condition found 


TREATMENT REQUIRING APPROVAL 


Dental operations are divided into two separate lists, A and B. Those operations under A 
may be completed without prior approval, and those under B must have prior approval 


A 


B 


Treatment Treatment which may be com- _ Treatment for which the prior ap- 
pleted without obtaining the prior proval of the Dental Estimates 
approval of the Dental Estimates Board is required 


Board 


I Diagnosis 1. Clinical examination and report Radiologic examination at a cost 


exceeding £2 2s. od. ($8.40) 


2. Tentative treatment, dressings, 


etc. 


3. Radiologic examination at a 
cost not exceeding £2 2s. od 


$8.40 


4. Pathologic and bacteriologic 


examinations 


II Prophylaxis Normal scaling and gum treatment’ 1. Extensive or prolonged gu: 


treatment, including scaling 
2. Gingivectomy 


III Conservative '. Fillings 1. Gold fillings* 
treatment 2. Root treatment 2. Inlays* 
3. Crowns* 
4. Apicectomy* 
IV Extractions Extractions not necessitating the t. Extractions necessitating the 


supply of dentures 


supply of dentures 
2. Alveolectomy 


V General All forms 
anesthesia 

VI Emergency Treatment for the immediate relief 
treatment of pain or other urgent symptoms 


VII Repair of Normal repairs 
dentures 


Repairs under regulation 21 of the 
regulations 


I 
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Prosthetic 
treatment 


Orthodontic 
treatment 


Oral surgery 
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Dentures of plastic 

Dentures of vulcanite 
Dentures of gold or other 
metal* 

Backing and tagging 
Obturators 

Special appliances, radium ap- 
plicators, splints, etc. 


All forms 


1. Removal of impacted teeth, 
buried roots, cysts, etc.t 


2. Treatment of fractured jawst 


*This service is to be provided free of cost only when it is, in the opinion of the Dental Estimates Board 


equired by the clinical condition of the person concerned. / ; 
This service, if emergency treatment, may be commenced without prior approval 


including existing dental services, miss- 
ing teeth, cavities etc., and all details of 
the proposed treatment and fees for each 
operation are entered. He must then 
consult the schedule given above to see 
what operations may be proceeded with 
without prior approval (Part A) and 
those for which he must have prior ap- 
proval (Part B). As will be observed in 
Item I of the fee schedule, he is paid 
($2) for this clinical examination 
and record. The dentist then signs an- 
other section of the form stating that he 
has examined the patient, indicated the 
clinical condition found and indicated 
the details of treatment considered nec- 
essary. He probably dismisses the patient 
for another appointment. 

4. The time of the next appointment 
will depend to some extent on whether 
or not the proposed treatment is stated 
in Part A and may be undertaken with- 
out prior approval or in Part B, when 
prior approval is necessary. If approval 
is necessary, the form is sent to the Den- 
tal Estimates Board for approval. How- 
ever, the dentist may proceed with op- 
erations which do not require approval 
in the meantime. When approval is re- 
quired, several things may happen, e.g., 
the Dental Officer for the area may be 


requested by the Estimates Board to ex- 
amine the patient. In this event the 
Dental Officer makes an arrangement 
whereby the dentist brings his patient to 
the office of the Dental Officer or the 
Dental Officer goes to the dentist’s office. 
The decision of the Dental Officer in 
respect to the treatment to be adopted 
is final. 

5. When services requiring approval 
are approved by the Dental Estimates 
Board, the form is returned to the den- 
tist with the aside for the 
purpose marked approved—with altera- 
tions or not as the case may be. The den- 
then begin to perform his 


section set 


tist may 
services. 

6. When treatment is completed, the 
patient is required to sign a section of the 
form certifying that to the best of her 
belief the treatment has been completed 
and the dentist signs yet another section 
certifying that the treatment has been 
completed and claiming a stated amount 
of fees. (In every case where the form 
is signed the date must be given.) 

7. The dentist then mails the form to 
the Dental Estimates Board, and if this 
is authorized for payment, the dentist 
receives payment through the local Ex- 
ecutive Council 


VIII 
2. 
3 
b 
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Ilustration.—For purposes of clarification 
we will suppose that a hypothetical pa- 
tient requires a prophylaxis, 3 simple 
one-surface amalgam fillings, 5 extrac- 
tions, of which 2 are of anterior teeth, 
and a partial denture. 

Following the procedure outlined 
above, the dentist could proceed, with- 
out approval, to perform the prophylaxis 
(provided the patient has not received a 
prophylaxis during the last six months) 
and insert the 3 amalgam fillings, but as 
the removal of the teeth means the sup- 
plying of a denture, he would have to 
obtain approval before proceeding with 
this service. Provided approval is re- 
ceived and the service completed, the 
dentist would render his account on the 
form somewhat as follows: 


Clinical examination 


and report 10 shillings ($2) 

3 Amalgam fillings £3 ($12) 
5 Extractions 15 ($3) 
1 Partial denture £5 15 7 ($23) 
£10 ($40) 


The dentist receives this amount less 
6 per cent for superannuation. Retire- 
ment age is set at 65 years, and the den- 
tist then receives this 6 per cent of the 
amount paid him for his services which 
he has accumulated during the years, 
plus 2 per cent interest. He may retire 
at 65 or carry on if he so desires, but in 
either case he begins to receive the bene- 
fit under the superannuation plan of the 
program. 

Bare features of the arrangements for 
payment are presented here. The details 
are voluminous and detailed 
study. One other point may be of inter- 
est: Once the services specified on the 
form are completed the dentist and pa- 
tient part company, so to speak, and the 
patient is free to seek a new dentist the 
next time she secks services, or if she 


require 


returns to the same dentist he may refuse 
her if he so desires. 
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Remuneration of Practitioners Practicing 
at a Health Center 


The rates are set forth in the regula- 
tions as follows: 


Whole Time 

Grade I—Commencing at £1,400 ($5,- 
600) per annum and rising by annual 
increments of £50 ($200) to £2,000 
($8,000) per annum. 

Grade I11.—Commencing at £900 ($3,- 
600) per annum and rising by annual 
increments of £35 ($140) and a final 
increment of £5 ($20) to £1,500 ($6,- 
ooo) per annum. 

Grade I1I.—Commencing at £650 ($2,- 
600) per annum and rising by annual 
increments of £25 ($100) to £900 
($3,600) per annum. 


Part Time 
At the same rates in proportion to the 
amount of the employment. 


Sessional 

(Three hours employment is counted 
one session. ) 

Grade 1—£4 4s. od. ($16.80) 

Grades II & 111.—£3 3s. od. ($12.60) 

Normally a dental practitioner is ap- 
pointed by the local health authority in 
Grade III. However, provision is made 
that when the Council is satisfied that 
the qualifications, experience and ca- 
pacity of a practitioner justify his ap- 
pointment in a higher grade, it is per- 
missible. Particular note should be made 
of the point that the annual increments 
are conditional on the satisfactory service 
of the practitioner concerned. 

These regulations may be interpreted 
to mean that a new graduate may take 
a full-time position in a health center 
with an initial salary of £650 ($2,600) 
for the first year and annual increments 
as stated above, whereby after twenty- 
eight years’ service he would reach the 
salary of £2,000 ($8,000) per annum, 
provided that it is found by his superiors 
that he is entitled to promotion each 


> 
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and every year. Herein lies one of the 
greatest fears of the professional man, 
in that he has more than one master to 
serve. His ability to succeed depends not 
only upon his serving his patients satis- 
factorily but also on his not causing the 
displeasure of the numerous persons in 
authority over him. Difficulty is not ex- 
perienced in observing that a_practi- 
tioner may become more interested in 
serving the master from whom his pro- 
motion is derived, than in caring for the 
patient, on whom his whole interest 
should be centered. 


Administration 


The administration is complicated and 
not easily described in a short treatise. 
One severe criticism may be offered of 
all social systems established in place of 
those of individual enterprise, in that the 
administration becomes necessarily com- 
plicated and involves a great number of 
personnel. Furthermore, as time goes 
on more regulations become necessary to 
implement the ones already made. Com- 
monly, it is said that seven regulations 
are necessary to enforce the one already 
in force. Be that as it may, and no one 
can predict the outcome in the case of 
the scheme instituted in Great Britain, 
it must be admitted that the initial regu- 
lations now issued require considerable 
patience upon the part of every prac- 
titioner who chooses to serve under 
them, for their number is great, and 
unduestionably more are to come. 

England is a comparatively 
country from the geographic standpoint, 
and as a consequence the administration 
can be carried out on a two-level basis. 
The same Act, of course, is in force in 
Scotland and Northern Ireland, and 
with minor variations the regulations are 
the same. In this report references are 
to the Act as administered in England 
unless otherwise indicated. The levels for 
administration are on the national and 
local area basis. 


small 
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Chart I sets forth the principal ad- 
ministrative bodies. The regulations set 
forth in detail the duties of each body. 
Briefly stated, the composition and pur- 
poses served by each are as follows: 


Advisory 

On the national level the Central Health 
Services Council acts as an advisory 
council to the Minister upon all matters 
relating to the health services under the 
Act. The Minister may refer matters for 
consideration to the Council, or the 
Council may bring matters to the atten- 
tion of the Minister. Each representative 
group on the Central Health Services 
Council possesses a Standing Committee. 
In respect to dentistry, the Standing 
Committee is composed of the represent- 
atives on the Central Health Services 
Council together with ten additional 
members of the dental profession. The 
Standing Committee on Dentistry may 
have dental matters referred by the Cen- 
tral Health Services Council or may 
make presentation of any kind to the 
Council. All appointments to the Coun- 
cil are made by the Minister after con- 
sultation with the representative groups 
concerned. 


Executive 

Regional Hospital Boards.—England 1s 
divided into fourteen regions known as 
hospital regions, and the hospitals in 
each region are administered by a Re- 
gional Hospital Board. In each region 
is one large teaching hospital, with other 
hospital centers in the region coming 
under the direction of the large teaching 
hospital. For each region a hospital for 
plastic surgery, jaw injuries, impactions, 
cysts, etc., is being established, to which 
dentists in the region send their difficult 
cases. Specialists in the service are em- 
ployed in the hospitals on a salary basis 
of payment. The hospitals are adminis- 
tered separately from the general health 
services. 


Executive Councils ——For 


purposes of 
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administering the general health services, 
England is divided into some twenty-two 
areas, and in each area an Executive 
Council is established consisting of 
twenty-four members representative of 
all those concerned with the service. Of 
the twenty-four members, three are den- 
tal practitioners. In addition, there are 
local committees in the area representing 
each profession and also a general com- 
mittee representative of all the profes- 
sional groups. The duties of the Execu- 
tive Council in an area are simply 
expressed in the Act as being “for the 
purpose of exercising functions with re- 
spect to the provision of services.” 
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Dental Estimates Board.—This Board is 
made up of a chairman, four full-time 
dental practitioners, two part-time den- 
tal practitioners and two laymen ap- 
pointed by the Minister. The duties are 
to deal with all approvals of accounts 
and approvals for services to be rendered 
where such approval is necessary. Ref- 
erence to this body was made earlier, in 
discussion of the method of payment. It 
should be noted that while all approvals 
are given by the central Dental Estimates 
Board, payment to the practitioners is 
actually made by the local Executive 
Councils. 

Regional Dental Officer—In each area 


MINISTER 


ADVISORY 


CENTRAL HEALTH SERVICES COUNCIL 


Medical Practitioners 
Hospital Management 
Laymen 
Dental Practitioners 
Mental Health Services 
Registered Nurses 
Certified Midwife 
Pharmacists 

Members 


=| 


STANDING COMMITTEES (of each group) 


DENTISTS 


HOSPITALS 


PHYSICIANS 


EXECUTIVE 


LOCAL 
COMMITTEES 
Meds., Dents., 

etc. 


EXECUTIVE COUNCILS 
IN AREAS 


REGIONAL 
HOSPITAL 


BOARDS Loymen... 


3 
App’t by Minister. 4 
Physicians. ... 7 
Dentists... . 3 
Pharmacists. 2 


GENERAL MEDICAL, 
DENTAL, etc. 
DENTAL SERVICES COMMITTEE 
ESTIMATES 


BOARD 


Chairman 
Dentists 
Laymen 
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a Regional Dental Officer is appointed. 
[hese twenty-two Dental Officers are 
key-men in the administration of den- 
tal services. Chart II represents the 
position of the Regional Dental Officer 
in the service. His duties are numerous 
and place him in the position of acting 
as a liaison between the administraton 
and the profession. In doubtful cases for 
approval he calls the dentist concerned 
and asks either to see the patient at the 
dentist’s office or for the dentist to bring 
the patient to the regional office. The 
patient is examined by the Regional 
Dental Officer, who either agrees with 
the diagnosis made by the dentist or 
makes recommendation for different 
treatment. The Regional Dental Officer 
does not at any time discuss the matter 
of fees with the dentist, as this is the 
business of the Dental Estimates Board. 
If the dentist is in doubt about any case 
and desires advice he may call the Re- 
gional Dental Officer and arrange a 
suitable appointment to meet with the 
patient. In cases of complaint respecting 
the services rendered and in the con- 
sideration of disciplinary procedures the 
Regional Dental Officer will be required 
to give evidence by the various bodies 
concerned. In all cases respecting com- 
plaints the Regional Dental Officer is 
required to make report to the local 
Executive Council and send an exact 
copy of his report to the dentist con- 
cerned. 

The government takes the view that 
since the services are being paid for, it 
is a duty to see that the services are 
satisfactory, and that the only way to 
know if satisfactory services are being 
given is by means of tests. Random 
samples are to be taken from time to 
time wherein patients will be selected 
either through suspicion of the dentists’ 
service or not), and the Regional Den- 
tal Officer will be asked for a report on 
the specified patients’ services. If the 
services rendered are found faulty, the 
dentist will be required to do the services 
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CHART I! 


DENTIST 


DENTAL 
ESTIMATES 
BOARD 


REGIONAL 
DENTAL 
OFFICER 


PRIOR 


TRIBUNAL APPROVAL 


EXECUTIVE 
COUNCIL 
OF AREA 


over at no fee or other suitable pre- 
scribed measures will be taken, as the 
case may require. Tact and diplomacy 
surely should be outstanding character- 
istics of this official. 


Administration for Dentistry 


Chart III gives the administrative 
arrangement for dentistry, indicating 
the relation which exists among the 
various officials, official bodies and 
their duties. It will be observed that 
the Principal Dental Officer occupies 
a position with direct access on the 
one hand to the Minister and on the 
other to the twenty-two areas through 
the Regional Dental Officers. Priority 
classes refer to expectant mothers and 
children, who are given definite priority 
under the terms of the Act. For the 
present school children are left under 
the jurisdiction of the Ministry of Edu- 
cation for services. 
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This is but a very meager outline 
of the administration without details. To 
give a complete description would be 
beyond the compass of this report. 

Elaborate controls to regulate the 
service are contained in twenty-nine 
pages of fine print. These regulations 
deal with provisions relating to investi- 
gations, disputes, appeals, etc. and in- 
quiries relating to medical and dental 
practitioners and chemists. 

Referring particularly to how these 


MINISTER 
OF HEALTH 


CHIEF 
MEDICAL 
OFFICER 


PRINCIPAL 
DENTAL 
OFFICER 


PRINCIPAL 
MEDICAL 
OFFICER 


REGIONAL 
DENTAL 
OFFICERS 
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REGIONAL 
MEDICAL 
OFFICERS 


GENERAL 
DENTAL 
SERVICES 


SUPPLY 
OF DENTAL 
GOODS 


REGIONAL 
OFFICE 


EXECUTIVE 
COUNCILS 


DENTISTS 
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regulations affect the dentist it is stated 
“any complaint made by a person against 
a dental practitioner in respect to an 
alleged failure to comply with the terms 
of service shall be investigated by the 
dental service committee” (see Chart I 

of the area in which the dentist practices. 
The Committee conducts an investiga- 
tion of the complaint, under definite 
terms of procedure, and reports to the 
Executive Council of the area. The 
Council gives consideration to the report 
and furnishes the Minister with a copy, 
together with the Council’s decision. Ac- 
cording to the case the Council may 
decide to place a special limit on the 
number of patients a practitioner may 
serve or recover from the practitioner by 
deduction from his remuneration or 


otherwise any expenses which have been 
reasonably incurred by any person owing 
to the failure of the practitioner to com- 
ply with the terms of service and any 
sum so recovered shall be paid to that 
person; or make representations to the 


Tribunal that the continued inclusion 
of the dental practitioner on the dental 
list would be prejudicial to the efficiency 
of the services or require the dental 
practitioner until further notice to sub- 
mit for prior approval to the Dental 
Estimates Board any plan for treatment 


PRIORITY 
CLASSES 
(Sec. 22) 


DENTAL 
ESTIMATES 


BOARD 
CHART Ill 


538 

3 
- 


Gullett 


The parties concerned have the right 
of appeal to the Minister against any 
decision of the Council, except where 
the Council recommends that the name 
of the practitioner be removed from the 
list, which is referred directly to the 
lribunal for decision. The Minister may, 
in the case of a dental practitioner, refer 
the matter for opinion to a dental ad- 
visory committee consisting of the Prin- 
cipal Dental Officer, two other dental 
practitioners in the service of the Min- 
istry of Health and three dental prac- 
titioners selected by the Minister from 
a panel of dental practitioners nomi- 
nated by representatives of the dental 
profession. 

In addition to complaints respecting 
services rendered, investigations are pro- 
vided for into such matters as excessive 
prescribing, record keeping, etc., for 
which purpose, after due notice, the 
Regional Dental Officer may enter the 
practitioner’s surgery for inspection pur- 
poses. 

The Tribunal consists of a chairman, 
who is a practicing barrister or solicitor 
of ten years’ standing, a member ap- 
pointed by the Minister and one other 
member, who is a practitioner of the 
same profession as the practitioner whose 
case is being investigated. The practi- 
tioner is selected from a list submitted by 
the representatives of the profession con- 
cerned. Appeal of the decision by the 
rribunal may be made to the Minister. 

All of this places the Minister in a 
very powerful position in respect to the 
position of every practitioner under the 
whole scheme. Protest was made by the 
representatives of the professions, with 
the demand that the courts be used in 
violations of the 


the normal way for 


Act. It was also claimed that under the 
rrangement the Minister became a vir- 
tual dictator. 

The government defended the system 
by stating that the Act was no different 
from other Acts in this respect and in 
reality the Minister based his decisions 
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upon the recommendations of his ad- 
visers, for which provision was made in 
the regulations. Further statement was 
made that in reality the Minister was 
responsible for the services and could 
not depend upon the courts for decisions 
upon such matters as would be inves- 
tigated, because vital issues respecting 
the services might be thrown out of court 
because of some legal technicality. 


Additional Observations 


Fundamental differences exist between 
dentistry in Great Britain and on this 
continent which make definite compar- 
ative statements difficult without full ex- 
planation of the underlying factors. Two 
of the main differences are concerned 
with the character of dental education 
and the method of licensure which has 
existed in the past. Both of these matters 
will be dealt with in a subsequent report 
upon dental education and licensure. 
Position of Dental Profession.—__Recognition 
was voiced by several government of- 
ficials that the dental profession had 
not been free to develop in the past, and 
in the present and proposed legislative 
changes every endeavor is being made to 
give the profession improved opportuni- 
ties to advance. Some samples of this 
trend have already been given in this 
report, e.g., the emphasis on conservative 
dentistry in the fee schedule. Others can 
be cited in that the government has 
made provision for refresher courses, 
free of charge, to dentists, with some pay 
for the time spent, and that arrange- 
ments are being made for the training 
of specialists in the various fields of den- 
tistry. Government officials were frank 
in stating that the dental profession had 
been throttled in the past, a position 
which it is intended to correct. 
Specialists. —On several occasions it was 
stated that a specialist in any branch 
of dentistry would find difficulty in mak- 
ing a living. It is true that there are few 
who limit their practice to orthodontics 
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—perhaps not more than half a dozen 
at the most. The situation strikes the 
observer from this continent as very 
peculiar, until the dental education proc- 
ess is studied. A few dentists are known 
as dental consultants, but the term ap- 
pears to be a misnomer for these men 
actually engage in general practice by 
completing appliances, etc., for patients 
referred to them. Effort is now to be 
made to establish specialists in the dif- 
ferent branches of dentistry, and courses 
are being formulated for this purpose. 
Future of Private Practice.—Under the 
newly introduced government scheme 
the dental practitioner has freedom of 
choice as to whether or not he will join 
the service. In many instances the choice 
is extremely difficult, depending a great 
deal upon the type of practice. If his 
practice is located in an industrial area 
and the other dentists of the locality join, 
it becomes difficult for him to stay out. 
Some take the view that sooner or later 
they will be forced to join so they might 
as well go in now. As may be imagined, 
considerable confusion exists at present. 
Young men do not know whether or 
not they should invest in equipment. 
The government has every intention of 
building attractive health centers in 
which dentists will be employed, and it 
is problematic what percentage of people 
will choose to have their dental services 
performed in them, especially when such 
services are covered by their contribu- 
tions to the scheme. 

On the other hand, it is pointed out by 
some that the advantages of private prac- 
tice will always be desired by many; that 
patients will dislike the necessary pro- 
cedures under the government scheme; 
that the government scheme will develop 
in the direction of economy rather than 
increased quality of service, and that the 
only way private practice can lose out 
is for the government to offer a better 
service without any red tape. Undoubt- 
edly the economic conditions of the fu- 
ture will be a determining factor. Up to 
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the present, dental practitioners have 
been in no hurry to rush into the scheme 
(approximately 50 per cent two months 
after the scheme came into operation), 
and it is to be considered that a reason- 
able percentage of the profession were 
already under the former health insur- 
ance arrangement. 

Dentistry’s real problem is whole-tim« 
salaried service in health centers. For 
the present, health centers do not exist,’ 
and arrangements are made whereby 
practitioners may carry on in their sur- 
geries on a fee schedule basis of payment 
Medical practitioners gained some assur- 
ance that they would not be forced to 
accept a salary basis of payment, but 
dental practitioners were unable to ob- 
tain any promise. The profession fears 
that the present arrangement is only a 
method of squeezing them gradually into 
a full-time service. All express the view 
that it would be most difficult to enter 
the service and later withdraw to estab- 
lish private practice again. 
Incentive.—The adoption of a uniform 
basis of payment to all dental practition- 
ers for the same service appears contrary 
to those motives which have led to pro- 
fessional advancement. The incentive of 
rendering a better service to patients 
through the increasing of professional 
knowledge, with resulting increased in- 
come, is firmly established in professional 
ranks. Difficulty is experienced in seeing 
how sufficient incentive can be supplied 
otherwise. 

The government contends that incen- 
tive is not being destroyed but rather 
changed in form. It was pointed out that 
the dentist has perfect freedom to build 
a fine patient personnel, and it depends 
entirely upon him what kind of patients 
he accumulates under the scheme. It is 


1. Mr. Bevan, Minister of Health, stated in the 
House of Commons early in October that twenty-six 
dispensaries from which general medical and dental 
services were provided before July 5 were continuing 
as health centers under the Act. He had approved a 
proposal to build a center on a developing housing 
estate in London, and the provision of centers in 
other populous areas was under consideration 
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also believed by government officials that 
the established controls will mitigate at- 
tempts on the part of practitioners to 
produce on a quantity basis rather than 
to render quality service. 

Be this as it may, the fact remains that 
the practitioner who endeavors to im- 
prove himself, conscientiously renders a 
high quality service and takes a sincere 
interest in the health of his patient re- 
ceives no better recompense than the 
one who does the opposite in every re- 
spect. Altruistic service is admittedly the 
prime objective of professional health 
service, but when a practitioner’s stand- 
ing in the community, including that of 
his family, depends entirely upon it with- 
out adequate financial recognition, his 
situation becomes difficult. 


Conclusion 


To predict the outcome of the whole 
scheme would be a hazardous undertak- 
ing. Undoubtedly there will be many 
modifications issued in the form of added 
regulations. One thing is certain: if the 
arrangement were to prove successful 
the influence upon health planning in 
other countries would be considerable. 

The professional concept, as we have 
known it, is changed greatly. Independ- 
ence, both for the group and for the 
individual, is drastically changed. A large 
proportion of the members of a profes- 
sion prize their independence and chose 
their vocation in life upon that basis to 
a considerable extent. Most of the points 
emphasized in the scheme rest upon the 
idea of security provided for the mem- 
bers of the profession. In order to obtain 
security it appears that a large portion 
of professional freedom must be given 
up. Two basic questions arise: 1. Do 
practitioners desire their freedom more 
than the promise of security? 2. Will 
health services to the public be improved 
through the provision of government- 
sponsored security for those who render 
the service? 

Critically speaking, the plan attempts 
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far too much in too short a time. Modern 
thought is that the health problem, if 
success is to be attained, must be ap- 
proached from the preventive angle, and 
in the opinion of most informed indi- 
viduals this is doubly true in the field 
of dental health. The British Dental 
Association laid emphasis upon the ne- 
cessity for giving preference to young 
children and expectant mothers. As a 
result, the Act does specify that priority 
is to be given to these two groups, but 
when consideration is given to the avail- 
ability of dental services for the whole 
population, and the number of qualified 
personnel available, it is hard to see how 
prevention will become a dominant char- 
acteristic of the dental service. Experi- 
ence has shown that where treatment is 
thrown wide open to all age groups the 
most important group from the preven- 
tive standpoint becomes the loser. While 
it is a severe observation to make, it is 
believed by the writer that the scheme 
as now constituted will produce little 
improvement in true dental health unless 
more adequate measures are taken to 
concentrate the available personnel on 
serving the youngest age groups. 

Action of the government in placing 
the emphasis upon conservative dentistry 
is most desirable. However, it appears 
that an energetic program of education 
will be necessary, if the desired purpose 
is to be achieved. Health education of 
the public cannot be accomplished with 
any degree of suddenness even when 
attempted by legislation. Well-founded 
opinion is to the effect that intensive 
health education programs should pre- 
cede action, which was not done in this 
plan. Experience in other plans has 
shown that once large-scale treatment is 
instituted, health education becomes a 
lost feature of the program. 

It has not been possible herein to cover 
the plan in its entirety, but an attempt 
has been made to set forth the salient 
features which it is believed are of most 
interest to those concerned. 
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Dentistry in Britain 


Elizabeth W. Wilson 


The British 

Health Insurance 
Scheme through 
the eyes of an 
American Observer 


FEAR, STATES THE AUTHOR, PREDOMINATES AMONG MEMBERS OF TII! 


DENTAL PROFESSION IN BRITAIN-——-FEAR OF THEIR PROFESSIONAL POS! 
TION, FEAR FOR THE QUALITY OF SERVICE WHICH THEY CAN RENDER 


UNDER GOVERNMENT REGULATIONS AND FEAR OF WHAT IS TO COMI 


HE condition of the teeth of the peo- 
ple of Great Britain is a national 
reproach, according to no less a 

person than the Minister of Health.’ 
Indeed, during the last war the armed 
services found that only about 5 per cent 
of recruits were dentally fit, with natural 
teeth, on entry.” 

Before the first world war, the British 
Dental Association took cognizance of 
the dental health situation and organized 
public dental centers to provide dental 
care of a high standard for workers and 
their families at fees within their means.” 
However, after the inclusion of dentistry 
as an “additional benefit” under National 
Health Insurance, these centers fell into 
disuse. 

Although Approved Society statistics 
showed that the average recipient of the 
insurance dental benefit needed 8 ex- 
tractions, about 1 filling and 1 denture,’ 
only about 800,000 workers (7 per cent 
of those eligible) have made use of their 
opportunity.* This low “demand rate” 
has been explained on the ground that 
the workers resented the requirement 
that if a dentist provided any treatment, 


he was to provide all that was necessary 
to render the recipient “dentally fit.’ 
Another possible explanation lies in th: 
fact that the workers had to pay up t 
half the cost of treatment. The second 
explanation seems to be the more prob 
able, since, when the Prudential Insu 
ance Company instituted a complete!) 
“free” service, the demand was so larg: 


that the benefit had to be discontinued 


in a short time.* 

Other groups besides workers got det 
tal care by the grace of local authorities 
The needs of the sick and aged wer 
ministered to through the Board « 


Dr. Wilson is a mathematician and economist 
merly with the Social Security Board. She is au 
of Compulsory Health Insurance, published by 
National Industrial Conference Board, Inc., and 
written numerous articles on the subject. In 1948 


was the only woman delegate to the centenary of the 


British Institute of Actuaries in London. During he 


three months’ stay, she had the opportunity to talk 


to politicians, economists, physicians and dentists 
well as laymen on the workings of the British gover 
ment health program, and ha: corresponded with the 
persons since to keep her information up to date 

1. The Minister’s Speech: Health Service Bill. B 
M. J. 4452:690 (May 4) 1946 

2. Senior, W. G., Development of Social Dent 
Service (Address 

3. Interim Report of the Intertepartmental Comm 
tee on Dentistry. Cmd. 6565 

4. Taylor, F. G., Interview, Aug. 18, 1948 
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Guardians and, after its discontinuance, 

the Public Assistance Dental Schemes.’ 

In 1938, about 75 per cent of the 
chool children of England and Wales 
inderwent dental inspection. About 70 
er cent of these were found to need 
treatment, but less than 67 per cent got 
it. At that, the average school dentist 
treated 2,137 children a year! Moreover, 
107 local authorities had the power— 
not the duty—to make dental arrange- 
ments for nursing mothers and preschool 
children. 

his, then, was the prewar situation. A 
solid core of dental practitioners treated 
private and insured patients, while pub- 
lic dental officers cared for certain seg- 
ments of the population. 

Impact of War 

Then the war came. Forty per cent of 
dentists joined His Majesty’s forces. 
While many of them were in the services, 
Sir William (later Lord) Beveridge pre- 
sented his report. The fight was on to 
socialize all health services. A year later, 
in November 1943, the British Dental 
\ssociation stated its position.® It insisted 
that “private practice should be main- 
tained to the fullest possible degree” and 
that “dentists should be free to discharge 


their professional responsibility to their 


patients with the minimum of interfer- 
ence by the controlling authority.” 
Chree months later, Mr. Henry Will- 
ink, Minister of Health under the coali- 
yn government, outlined a rather com- 
plete health service in his White Paper.® 
He did not include dental be- 
use, he said, there were too few dentists 


service 


to make a service possible even after the 
war. (In England and Wales at present 
there are only about 10,000 practicing 
ntists to 40,000,000 persons! 
Eighteen months later—after months 
conferences between Mr. Willink and 
both the dental and 
profession—-the coalition 
vernment was superseded by that of 
Labor party, and Mr. Aneurin Bevan 


resentatives of 
medical 


JA.D.A., Vol. 38, April 1949... 543 


became Minister of Health. Despite the 
fact that he was “keenly appreciative of 
the shortage of dentists,” the bill he in- 
troduced’ in March 1946 provided for a 
full dental service. He admitted that it 
would be impossible to start the new 
service “unless there was a very substan- 
tial increase in the number of dentists.” 
He showed himself an optimist in that 
statement: there was a smaller number 
of entrants into the dental profession in 
1946 than in any previous recent year.* 


Priority Classes Set Up 


Because there was a probability—de- 
nied by the British Dental Association® 

that there would not be enough den- 
tists to meet all requests for service, the 
bill set up priority classes. Local author- 
ities were to see that expectant mothers 
and preschool children had _ particular 
care. 

The former group needed it badly. A 
recent survey* in a typical area showed 
that the average mother attending a cen- 
ter has lost 10 or 11 teeth and 8 more 
are decayed, 6 beyond redemption. This 
bad dental condition begins early. In- 
spections in nursery schools have indi- 
cated that 65 per cent of 3-year-olds and 
82 per cent of 4-year-olds have dental 
defects.” 

The British Dental Association ex- 
pressed hearty approval of the priority 
rating given mothers and tots, but advo- 
cated the inclusion of adolescents (from 
14 to 18) in the preferred group.’ A 
canvass of 7,000 children between 16 and 
19 had revealed an average requirement 
of 6 extractions and 3 fillings,? and one- 
eighth of the group needed full upper 


5. British Dental Association, Memorandum to the 
Interdepartmental Committee on Dentistry, November 
1943. 

6. A National Health Service, 1944. Cmd. 6502. 

7. National Health Service Bill: Summary of the 
Provisions Relating to Dentistry. Brit. D. J. 80:246 

April 5) 1946 

8. The Dental Hygienist. Lancet 2:177 (Aug. 2) 1947. 

9. Samson, E. (President of British Dental Associa- 
tion), Interview, June 14, 1948. 
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and lower dentures. However, Mr. Bevan 
was unwilling to give these young per- 
sons special consideration. 

Aside from the question of priority 
groups, the act gave dentists little definite 
information about what was in store for 
them if they accepted public service. 
They knew that they could register with 
the local executive council of their area 
and that, having done so, they would be 
expected to give certain types of dental 
treatment to all comers for whom they 
had time, while other types of treatment 
could be given only after approval by the 
Dental Estimates Board. Just where the 
line would be drawn between automatic 
and government-controlled treatment 
they were not told. Nor were they in- 
formed exactly what remuneration they 
would receive. These matters were to be 
fixed by ministerial regulation, although 
the dentists were assured that fees would 
be in consonance with recommendations 
of the Spens report.'® 

One thing they did know: If they mis- 
behaved—not professionally but as pub- 
lic servants, that is, if they were “bad 
influences” in the service—they could be 
haled before a tribunal and summarily 
dismissed, without being given any rea- 
son.'? Their only appeal would be to the 
Minister of Health, who had appointed 
two of three members of the board in the 
first place. 


Dentists’ Objections 


The dentists did not like the bill. They 
did not like the uncertainties it involved. 
They considered the requirement that 
they submit plans for treatment to a 
government board whose members had 
never seen the patient as a slur on their 
individual judgment. They felt that much 
of the art of dentistry would be lost in 
such a “utility service,’ and recom- 
mended a plan of “grants-in-aid” where- 
by the patient should be allowed to pay 
extra for an unusually fine job. The 
minister said that such a scheme would 
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defeat the principle of a free dent: 
service.** 

All through the spring and summer « 
1946, the dentists held meetings. Th 
consensus of these, summarized in th 
pronouncement of the British Dental As. 
sociation Council,** read: “The pro- 
posals . . . in the National Health Sery 
ice Bill are contrary to public interes: 
and so inimical to the profession.” 

The situation simmered for almost 
two years. The dentists tried to get con- 
cessions to make the act more workab| 
and more in keeping with the dignity of 
the profession. The ministry was in- 
tractable. It went ahead making prepara- 
tions for The Day, July 5, 1948. 

It outlined a regulation defining what 
types of treatment could be undertaken 
without “prior approval” of the Dental 
Estimates Board. In commenting on this, 
the representative board of the British 
Dental Association” said: 

The proposed regulations of the Act confine 
clinical freedom to certain items of conserva- 
tive treatment ... , but for the great majority 


of his patients the practitioner would have to 


fill in a form of estimate for the necessary 
treatment and submit this . . . before being 
able to commence treatment. 


Although at this time the dentists had 
not been given a scale of fees, they knew 
it would be on a flat-rate basis. They ob- 
jected that “the fixed scale can only 
result in a standardized service for all” 
“even if the art of dentistry is not actively 
discouraged, it will very soon die for lack 
of incentive’; “the most careful and 
conscientious dentist will earn the least.” 

These objections, as well as others con- 
cerning “the unnecessary amount of form 


10. Report of the Interdepartmental Committee o: 
the Remuneration of General Dental Practitioners 
Cmd. 7402. 

11. Gorsky, J. A., National Health Service Tribunal! 
= Legal Aspects. Brit. M. J. 4555:796 (April 24 
1948. 

12. Dentists and the Act: Minister and the Britis! 
Dental Association. Lancet 1:262 (Feb. 14) 1948. 

13. Public Relations Committee of the British Denta 
Association, You and the B. D. A. Official Attitude 
Brit. D. J. 81:93 (Aug. 2) 1946. 
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filling” and the restrictive disciplinary 
regulations, were presented to the min- 
ister in November 1947, but as usual he 
failed to concede a single one of them to 
the profession. Therefore, in January 
1948, the representative board of the 
British Dental Association recommended 
that all members refuse to enter the serv- 
ice “until the Act and its regulations are 
amended so as to include the principles 
advocated by the Association.” 

In a sense, the officers of the British 
Dental Association were forced into this 
position. At a meeting of the Dental Con- 
sultative Committee'’* with the ministcr 
on November 25, 1947—the first meeting, 
by the way, that it had had with Mr. 
Bevan since the passage of the act more 
than a year before—the minister had 
said that if a considerable number of 
dentists were to refuse service, he would 
have to put up with it and make use of 
the services of those who would partici- 
pate, considering alternative ways of 
providing service if necessary. The ugly 
threat of dilution here raised its head. Of 
course, Mr. Bevan would have called it 
something else. He had said more than a 
year earlier’® that experimentation with 
hygienists is not dilution. 


Fee Scale Liberal 


However, such a statement was like 
the proverbial stick for the donkey. The 
carrot was not tendered until June 1948. 
Although one of the dental periodicals*® 
said “the main issues are ‘clinical free- 
dom’ and ‘grants-in-aid, ” the induce- 
ment the minister offered was a liberal 
scale of fees. 

The Spens report’? had recommended 
that the average net remuneration should 
be 1,600 pounds at 1939 value. Allow: 
ances for the increase in the cost of 
living during the preceding decade and a 
}2 per cent discount for professional ex- 
enses brought the gross intake to 4,000 
ounds.** The report had urged that, in 
rder to safeguard the quality of treat- 

ent, a dentist should not be expected to 
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work more than thirty-three chairside 
hours per week (fifteen hundred per 
year). At this rate, the dentist would re- 
ceive about 90 cents for every five min- 
utes’ work on a patient. A committee of 
dentists estimated the average time for 
different procedures and set the scale 
accordingly. A filling, for example, was 
to cost 1 pound. 

The scale was not only liberal; it was 
satisfactory to the dentists for profes- 
sional reasons. It emphasized conserva- 
tion, rather than prosthesis.** Despite the 
carrot, however, “By a majority of ap- 
proximately six to one the Extraordinary 
Meeting of the Association at Birming- 
ham [this was late in June 1948, a bare 
two weeks before the service was to be- 
gin] endorsed the recommendation of the 
Representative Board that members 
should be advised not to take part in the 
general dental service under the Act.”’® 

Of course, there were dissenting 
voices. Mr. J. A. T. Rowlett”? wrote: 
“At the moment, there is little to com- 
plain of and . members have been 
extremely badly advised to refuse service 
on the grounds of hypothetical fears.” 
Doubtless he was replying to the observa- 
tion of Mr. S. Rosenberg” that “The 
scale is a reasonable one, but carries no 
guarantee that it will not be cut.” 

Who was right? Had Mr. Rowlett, in 
the words of the old song, suggested that 
the dentists put their heads in the lion’s 
mouth and ask him not to chew? Ex- 
perience has given the answer. When the 
service began in July, about a third of 
the dentists joined immediately. Another 


14. Dental Consultative Committee Meeting with the 
Minister. Brit. D. J. 84:19 (Jan. 2) 1948. 

15. Dental Hygienists. Lancet 2:186 (Aug. 2) 1947. 

16. Dentists and the Health Service. Brit. D. J. 84: 
127 (March 19) 1948. 

17. Senior, W. G., Interview, June 28, 1948 

18. Devonshire, G. E. G., The Scale of Fees 
D. J. 85:15 (July 2) 1948. 

19. Decision. Brit. D. J. 85:13 (July 2) 1948. 

20. Rowlett, J. A. T., The Health Service. Brit. D. J. 
85:39 (July 16) 1948. 

21. Rosenberg, S., 
85:15 (July 2) 1948. 


Brit. 


The Scale of Fees. Brit. D. J. 


546 


. 


third came in during the first two months 
of the program. About 7,500 are in now 
(January 1949), and they have to care 
for about 40,000,000 persons. 

I asked a rural dentist who had been 
against the plan why he had joined. He 
said, “Had I not joined, the people here 
would not have got their rightful due. 
Then, too, I could not afford not to. The 
Ministry of Health might have sent in 
another dentist, and there is not enough 
work for two. Besides, the pay is good.” 
Dentists in other parts of England told 
me of working until 11 p.m. and then 
burning midnight oil giving “a complete 
clinical picture of each patient’s mouth 
as well as charting any new work neces- 
sary.”**? No wonder at least one dentist*® 
expressed the wish that the punishment 
might fit the crime and the originator of 
the schedules be condemned to spend 
the rest of his working hours “charting 
patients with twenty, thirty or forty fill- 


ings!” 

The demand for service has been 
greater than the dental staff at the Min- 
istry of Health ever dreamed. It had been 
predicted that the Dental Estimates 
Board would have 10,000 requests a day. 
Actually they have had 30,000. 

This has been a bonanza for dentists, 
of course. A correspondent** from Lon- 
don has written that one man in London 
employs three assistants and has a gross 
income of 40,000 pounds a year. 

Consequently, the dental benefit is 
costing at least four times the estimated 
amount, and probably will cost about 
$150,000,000 in 1949. To meet the sit- 
uation the minister had two alternatives: 
He could issue new regulations insuring 
that only essential work be done, or he 
could cut the amount paid to dentists. 
With dentists in the service only 7,500 
strong and 40,000,000 potential patients, 
the dentist’s scale, naturally, took the cut. 
The slash was made in socialist fashion: 
Half of any income over 4,200 pounds 
was automatically taken by the govern- 
ment.** 
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Outlook for Future 


The outlook for the service is gri: 
indeed. The need is for more dentists.” 

Captain John Baird, the dental r 
resentative in Parliament, suggested that 
the Minister of Education should point 
out to young persons the security of th: 
dental profession. But is it secure? Not 
only can a minister reduce the dentist's 
income by merely issuing a regulation 
but there is definite danger that dentists 
will be transformed, not by a bad fairy’s 
wand but by the ministerial pen, into 
civil servants working in health centers 
Worse still, once a 100 per cent service is 
established, the government-appointed 
tribunal may become a_ professional 
guillotine through its power to dismiss 
dentists. 

Would this bring more young persons 
into the dental profession? The editor of 
the British Dental Journal’ said “No.” 
About the time that the bill was intro- 
duced in Parliament, he wrote that “a 
threat to convert a highly individualised 
profession into a band of civil servants 
might produce serious repercussions on 
the rate of recruitment.” 

Besides, potential dentists will know 
that for the dental profession there is 
insecurity as to income and amount of 
government interference in the midst o/ 
so-called security. In this socialized state 
where all fear was to be banished, future 
dentists will walk with fear—fear of their 
professional position, fear for the quality 
of work being done for the English peo- 
ple and fear of what is to come. 


a2. The Undesirable Features of the Dental Benefit 
Regulations, Memorandum to the Minister of Healt! 
Presented by the Dental Consultative Committee. Brit 
D. J. 84:21 (Jan. 2) 1948. 

23. Leck, F. F., The Estimate Form. Brit. D. J. 84 
223 (May 21) 1948. 

24. Because of the severe penalties and strict regimen 
tation in England today, I refuse to give the name o! 
any correspondent who provides me with informatio: 

25. Report in The Washington Star, Dec. 10, 1948. 


26. Wilkinson, F. C., The Teviot Report: Recruitment 


and the Dental Schools. Brit. D. J. 80:7 (April 
1946. 

27. The National Health Service Bill. Brit. D 
80:235 (April 5) 1946. 
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CAN THE STATES 
DO THE JOB? 


THE FIRST STEP IN IMPROVING THE 


OF A COMMUNITY 


IS TO EVALUATE 


A description of activities, 
recommendations and 
programs as disclosed in 
fourteen State Dental 


Health Conferences 


Helen Bugbee 


DENTAL HEALTH STANDARDS 
ITS NEEDS AND RESOURCES. 


SEVERAL STATE DENTAL SOCIETIES RECENTLY STUDIED THEIR DENTAL 
PROBLEMS AND RECOMMENDED MEASURES FOR THEIR SOLUTION. 


pTIMUM dental health for all people 

in this country is the goal of the 

American Dental Association as well 
as of planners in the federal govern- 
ment. Leaders in the dental profession 
who have given years of intensive study 
to America’s dental problem are con- 
vinced that most can be accomplished 
toward attaining this goal on a national 
scale through a program based on re- 
search, education and the prevention and 
ontrol of dental diseases, particularly in 
children. Such a program can be con- 
ducted most effectively on a community 
level. 

The Association does not agree with 
persons in the federal government who 
advocate a system of compulsory health 
insurance as a method of raising the na- 
tional level of dental health. The Asso- 
ciation considers such a system unsound, 

r the following reasons: 

1. It promises little more than emer- 
ency dental service, and even this can- 

ot be provided for all the people. The 
ublic will be forced to pay for dental 
rvice it does not receive. 


547 


2. It would create another huge gov- 
ernmental agency with costly and com- 
plex administration. 

3. It would limit the patient’s free 
choice of a dentist to practitioners who 
elect to work for the government. 

4. It would destroy the traditional pri- 
vate relation between patient and dentist. 

5. It would involve the dentist in ex- 
tensive record-keeping, which would re- 
duce his time for health service to the 
public. 

6. It would subject the health services 
of the nation to harmful interference by 
patronage seekers. 

7. It would abrogate the traditional 
rights of states and communities to select 
health programs best suited to their indi- 
vidual needs. 

8. Compulsory health insurance has 
not improved dental health in any coun- 
try in which it has been tried. 

The fact that dental diseases affect 
about 98 per cent of the population makes 


Free lance medical writer 


the insurance principle virtually inappli- 
cable. There can be little spreading of a 
“risk” in which the chances of loss are 
98 in 100. 

Because of the tremendous backlog of 
accumulated dental needs, the American 
people have neither the funds, the equip- 
ment nor the trained personnel to give 
adequate dental service to all, and no 
health insurance program can stretch 
facilities much beyond their present lim- 
its. Available facilities must be wisely 
husbanded, therefore, to make a construc- 
tive beginning on a problem which can- 
not be solved immediately. The approach 
must be on the ounce-of-prevention the- 
ory, in an effort to accomplish as much as 
possible with the resources at hand. As 
a first step, research into the causes of 
dental diseases and their elimination must 
be extended, and dentists and the public 
must be educated in methods of control 
and prevention. Dental care must be 
expanded, particularly among children, 
for whom preventive service will produce 
the greatest results. Research and dental 
health education are large-scale activi- 
ties, which might well make use of fed- 
eral resources. Dental care, on the other 
hand, is a local matter, and the elements 
in the problem vary widely from state 
to state and from community to com- 
munity. The very complexity of the prob- 
lem would make its efficient handling on 
a national level virtually impossible. The 
experiences of Britain and Germany sub- 
stantiate this view. 


Council on Dental Health 


Because the American Dental Associa- 
tion believes that the way to defeat im- 
practical and unrealistic schemes is to 
propose and actively support better ones, 
it established a Council on Dental Health 
in 1942, to explore possible solutions of 
the dental health problem. The Council 
inaugurated a program of dental health 
planning conferences, operating through 
the state dental societies with interested 
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health, school and lay groups invited + 
participate. 

To date, eleven state dental societics 
have held such conferences, and three o! 
them, New York, New Jersey and Min- 
nesota, have held two conferences. Sec- 
tions are assigned at these conferences to 
study and report on various phases o/ 
the dental health problem within th 
state: status of dental health, ability of 
the citizens to pay for dental care, present 
status of preventive procedures, avail- 
ability of dental manpower and methods 
of increasing the number of dentists and 
enhancing their effectiveness, a survey 
of dental health programs in use else- 
where and recommendations for a pro- 
gram meeting local dental needs. The 
recommendations are approved by the 
state dental societies. 


Status of Dental Health 


As might have been expected from se- 
lective service findings, the incidence of 
caries varies widely from state to state 
At the second dental health conference 
sponsored by the New York State Dental 
Society’ it was reported that go per cent 
of 6-year-old children have carious teeth, 
only 20 per cent of which have been 
treated. The South Dakota conference’ 
estimated 285,000 deciduous and 8o0,- 
000 permanent teeth decayed among 
180,000 children from 3 to 21. National 
averages® show three or more decayed 
deciduous teeth per 6-year-old child 
Fourteen per cent of these children will 
experience decay of newly erupted first 
molars. At 16, the average person has 
seven teeth decayed, missing or filled, 
involving fourteen tooth surfaces. 

Malocclusions and other oral pathoses 
were studied by some conferences. Vin- 


1. A Joint Program of the New York State Dental! 
Society and New York State Department of Health 
Dec. 3, 1948. 

2. Lectures, Conclusions, and Recommendations « 
the Workshop on Dental Health Problems, Huro: 
South Dakota, December 7, 8, and 9, 1947. 

3. National Health Assembly, May 1-4, 1948, Denta 
Health Section. 


th 


548 
4 


Bugbee 


cent’s infection occurs in approximately 
31 per cent of persons up to 70, and 
buccal cancer affects 22 of 100,000 white 
men and 5 of 100,000 white women.* 


Ability to Pay for Dental Care 


Studies of individual income and its 
spread are essential in planning dental 
health programs. How much of the cost 
of dental care can be met by individuals 
and their families and what resources 
local agencies can offer for care of low- 
income groups determine how much serv- 
ice can be rendered and the need for 
grants-in-aid from state and federal gov- 
ernments. 


Dental Manpower 


While the national ratio of dentists to 
population is approximately 1: 1,800, dis- 
tribution varies widely among the states. 
In some areas there is less than one den- 
tist per 5,000 persons. Most conferences 
made extensive recommendations for in- 
creasing the numbers of dentists within 
their states and enhancing their effective- 
ness by use of auxiliary personnel. 

The Connecticut dental health confer- 
ence* proposed a study of the feasibility of 
establishing a dental college within the 
state. Illinois’ concluded that her train- 
ing facilities needed no expansion. Ala- 
bama® proposed, and various other states 
concurred in, the idea of offering scholar- 
ships in dentistry to likely young persons, 
especially those from rural areas, who 
were considered likely to favor rural prac- 
tice. Measures were explored for reducing 
the cost of dental education, attracting 
additional dentists to needy areas, pub- 
licizing opportunities for dentists, fully 
employing dentists’ productive time and 
offering dentists refresher courses in pre- 
ventive and children’s dentistry 

In Virginia,” with only one dentist to 

000 population, a figure well below the 
national average, the study group made 
ecommendations along the same lines as 
the other states, but drew this realistic 
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conclusion: “It would not be practical to 
provide ar increase of dental personnel to 
meet all dental needs, owing to the indif- 
ference to dental care of a considerable 
segment of the population. Therefore, it 
is desirable to increase dental personnel 
consistent with the demand for dental 
service as such demand is created through 
health education of the public.” 


Dental Health Programs 


Local Council on Dental Health.—Some 
state planning conferences set up pro- 
cedures to be worked out at the com- 
munity or county level, suggesting that 
local dental societies organize local coun- 
cils on dental health that would seek the 
advice and cooperation of school adminis- 
trators, health officers, teachers, repre- 
sentatives of parent-teacher and welfare 
organizations, the farm bureau, the public 
health nurse and community leaders. 
These local councils would bring the 
study down to the local level, evaluate 
methods used in other communities, sur- 
vey local resources in personnel, equip- 
ment and funds and work out a plan to 
utilize as effectively as possible the com- 
munity’s resources and those offered by 
the state. 

While the dental profession should as- 
sume leadership in the local council, the 
cooperation of interested lay groups and 
individuals is essential to the carrying 
out of the program. Selection of dentists 
to provide service for school children 
should be the responsibility of the dental 
society. School dentists should be selected 
on the basis of their training in children’s 
dentistry. 

The school administrator should be in 
charge of the formation and promotion 


4. The Connecticut State Dental Association Work- 
shop, Sept. 19, 20 and 21, 1947 

5. Illinois Dental Health Conference Conclusions, 
November, 1947. 

6. “‘The Alabama plan,”’ cited in Council on Dental 
Health Reports on Results of the Louisiana Dental 
Health Workshop. J.A.D.A. 35:286 (Aug. 15) 1947. 

7. Virginia Conference on Dental Health, April 9, 
10, 11, 1948. 


of a health education program in the 
schools, and cooperate with the dental 
profession in setting up a plan for exami- 
nations of school children. He should 
make provision for correlating the work 
of the dental service with the instructional 
policies of the school and provide inspira- 
tion and planned leadership for the pro- 
gram among principals and teachers. 

The principal, school nurse, physical 
or health education director, school den- 
tist, dental hygienist or a well qualified 
teacher should serve as local director in 
each school, distributing forms and other 
materials to teachers, arranging for ex- 
aminations, keeping individual records 
and tabulating them for evaluation of the 
progress and results of the program. 

The teacher should work closely with 
medical, dental, nursing and other health 
specialists in making school health serv- 
ices effective at the level of the individual 
pupil. She should be responsible not only 
for classroom instruction but for notify- 
ing parents of the results of dental ex- 
aminations, following up the notification 
with both pupil and parents and keeping 
records on the effectiveness of the pro- 
gram among her pupils. 

The public health officer should be re- 
sponsible for administration of the public 
health service and for the promotion of 
a program of health education. He can 
be particularly helpful in coordinating 
the activities of educational, dental, health 
and lay groups. 

The public health nurse should serve 
as a connecting link between the school, 
the home and the community, and she 
should be responsible for coordinating the 
educational, followup and clinical fea- 
tures of the program. Some of her func- 
tions in relation to the school dental 
health program follow: 


1. To assist in the control of diseases of 
the mouth. 

2. To apply her knowledge of the prin- 
ciples of dental health and to recognize 
gross dental defects. 
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3. To refer the child promptly to his 
family dentist for diagnosis and treatment 

4. To assist in organizing and conduc'- 
ing the dental examination in the schoo! 
or the dental office. 

5. To assist in interpreting the child's 
dental defects for the school personne! 
and parents. 

6. To assist the family and the child in 
making plans for dental corrections. 

7. To assist the family and child in 
following the dentist’s recommendations 

8. To render guidance in the use of 
dental facilities for children eligible for 
service. 

9. To be familiar with and help dis- 
tribute current reference and teaching 
materials. 

10. To assist in keeping records and 
reports on findings and corrections. 

11. To know the state laws concerning 
dental programs in the schools. 

12. To be familiar with methods of 
financing the dental health program. 


Parent-teacher associations, farm bu- 
reaus and civic, service, patriotic and 
other groups often have child health and 
welfare committees, through whose chair- 
men they can cooperate with school ad- 
ministrators and health officials in insti- 
tuting and carrying out a dental health 
program. By explaining the program to 
the groups they represent, they can widen 
the educational activities of the council 
and enlist support for the program. 

The state department of health may aid 
the local program by serving as a clearing 
house for helpful information accumu- 
lated in various communities and dissem- 
inating the results of research, especially 
on new preventive procedures. Surveys 
of fluorine content of water and its rela- 
tion to caries incidence have been under- 
taken by some states. Financial and super- 
visory assistance and laboratory facilities 
for lactobacillus counts are provided by 
some state health departments. 

The federal government can aid the 
community program best by offering 
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grants-in-aid and information to state 
and local units in need of such assistance. 


School and Preschool Programs.—Because 
of the accumulated dental needs of the 
nation and the limited professional man- 
hours available, no legislation or appro- 
priation of funds at present could make 
possible optimal continuing dental care 
for all who need it. The question posed 
by Dollar,* whether to begin with a pro- 
gram of supplying crutches to dental crip- 
ples in the present adult population or 
with a program to prevent development 
of a new generation of dental cripples, 
has been answered unanimously by state 
conferences, who have made preschool 
and school dental health programs their 
paramount activity. When funds were 
rigidly limited, only preschool and pri- 
mary children were covered, in the belief 
that thorough, regular care to the younger 
children would pay higher dividends than 
partial care to all. 

The recommendations of the conferees 
varied in details from state to state, 
but the principal features of all programs 
were classroom instruction in dental 
health practices, covering personal and 
professional care and proper diet; at 
least one annual dental examination; 
notification of parents of the results of ex- 
aminations; followup by teachers, nurses 
and dental hygienists, to promote correc- 
tions; allowance of school time for den- 
tal appointments; provision of dental 
service for children unable to obtain care; 
an evaluation procedure to measure the 
progress of the program, and provision 
for lay education and participation. 


EDUCATION FOR DentTat HEALTH.— 
raining the Teacher.—Most state con- 
ferences recommended that teachers be 
instructed in the principles of good dental 
health, so that they might offer their pu- 
pils correct dental health knowledge. Lec- 
tures and courses in state teachers’ col- 
eges were recommended by some groups, 
ind all advocated offering the teacher 
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factual material in books, pamphlets and 
posters. The Kansas conference® made 
the following statement of principles un- 
derlying health education at all school 
levels: 

1. The student should think of health as an 
aspect of living, not merely as a subject of in- 
struction. 

2. Repetition, accompanied by satisfaction, 
is necessary for the most effective formation 
and maintenance of health habits. Right prac- 
tice is the heart of health education. 

3. Emphasis should be always on what to 
do, not on what not to do. 

4. Children should be commended for suc- 
cess. 

5. The child is not responsible for improve- 
ment in conditions over which he has no 
control. 

6. The child is led to see that the ultimate 
rewards of health practices will be found in 
growth, in improved physical accomplishment, 
and in other concrete evidence of health. 

7. Interest in growth is the best single in- 
centive toward the improvement of health be- 
havior at the elementary school level. 

8. The tendency of children to imitate those 
whom they admire is so strong that it may be 
used as a force in developing health behavior. 

9. A happy mental attitude is of great im- 
portance in a health program at all times. 

10. Emphasis in instruction will vary ac- 
cording to the group and the age level. 

11. The indirect learnings of the pupil which 
occur quite apart from direct health instruc- 
tion (in connection with school health serv- 
ices, school sanitation, and his daily activities 
and experiences at school and at home) can 
be as important and meaningful as his direct 
health instruction. 


The dental health planners in Wiscon- 
sin*® advised teachers to be on the alert 
for obvious signs of dental trouble, such as 
swollen jaws, evidence of toothache, in- 


8. Dollar, M. L.: Dental Needs and the Costs of 
Dental Care in the United States. Illinois D. J. 14:185 
(May) 1945. 

9. Dental Health Program for Elementary and Sec- 
ondary Schools (With Special Emphasis on Community 
Planning), issued jointly by Kansas State Policy-Making 
Committee on Health Education, Kansas State Board of 
Health and Kansas State Dental Association. 

10. Guides for Better School Health, Bulletin No. 5, 
Dental Health as Part of the School Health Program 
Madison: The Wisconsin State Board of Health, 1947. 


A 
u 
1 
d 
u 
n 
Ih 
la 
if 
by 
he 
nt 


jury to the teeth or mouth through acci- 
dent and poor oral habits like thumb 
sucking, nail biting and putting objects 
in the mouth. 

Training the Child—The program for 
education of children includes regular in- 
struction in nutrition as well as oral hy- 
giene. The Wisconsin State Dental So- 
ciety recommended that the teacher 
prepare pupils for their annual dental 
examination by explaining the purpose of 
the examination, preparing a dramatiza- 
tion by the pupils or showing a motion 
picture. She can be helpful also by dealing 
sympathetically with the fear of the den- 
tist observed in an occasional child. The 
Oakland, Calif., program” provides daily 
reports for the children on tooth brushing, 
milk drinking, consumption of candy and 
carbonated beverages and other relevant 
habits. 

Training the Parents.—Most conferences 
recommended that instruction for par- 
ents be provided through pamphlets, 
posters, slide and movie demonstrations, 
newspaper and radio publicity and talks 
before parent-teacher and other interested 
groups. The report forms the pupils are 
given by the examining dentist, as well 
as the followup letters explaining the 
need for immediate care, are designed 
for instruction of parents, and the den- 
tist’s chairside explanation of the child’s 
needs is an important element in instruc- 
tion. 


ANNUAL DeNTAL EXAMINATION.—Ar- 
rangements for dental examinations are 
adapted by the community council to lo- 
cal needs and facilities. Dental mobile 
units are used in isolated districts.*? In 
more populous communities examinations 
may be conducted either at the school or 
on school time at the dentist’s office or 
a health center. Examination at school is 
preferred by some groups because it saves 
time, provides the school with a check on 
the pupil’s health and makes an educa- 
tional experience of the examination. Ad- 
vocates of examination at the dentist’s 
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office or a health center advance the argu- 
ment that the parent is brought into th: 
picture early when this method is used 
and the dentist has the opportunity to 
explain the need for corrections. Loca! 
conditions, including the availability of 
dentists and equipment, usually decid: 
the question. Whatever arrangement is 
made, a system is set up for following 
through with parents and children to urge 
the necessity for corrections. Incentive 
programs vary, but authorities generally 
agree that the child should not be penal- 
ized for his parents’ failure. 

The following minimum dental care 
program is recommended by the Council 
on Dental Health: 

1. Periodic examination, including 
roentgenograms and prophylaxis. 

2. Topical application of sodium fluo- 
ride solution. 

3. Restoration of carious teeth, with 
silver amalgam or silicate fillings or with 
metal castings if necessary. 

4. Pulp treatments, including cappings 
and partial or total pulpectomies when 
indicated. 

5. Anesthesia, whenever necessary for 
control of pain. 

6. Preventive orthodontic appliances, 
to maintain space and prevent malocclu- 
sions. 

7. Prosthetic appliances, when needed, 
to replace missing teeth, provide function 
and improve appearance. 

8. Treatment of periodontal disease 
and infection in the mouth. 

g. Extraction of hopelessly diseased, 
impacted or supernumerary teeth. 

10. Surgical procedures, whenever nec- 
essary for the health of the child. 

11. Education of parent and patient to 
encourage the application of scientific 
knowledge for the prevention of disease 
and the promotion of health. 


_ tt. The Dental Health Program of the Oakland Pub 
lic Schools: A Report of Activity for the Semester End 
ing January 28, 1948. 

12. Peoria County Dental Health Pro . Tllinoi 
D. J. 17:248 Chane} 1948. 
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PROVISION FOR CHILDREN UNABLE TO 
OstaIn Care.—lIt is generally accepted 
practice to make dental examinations of 
children in schools. The responsibility for 
corrections is placed on the parents, and 
provision made through local agencies 
for care for the indigent. 

Che New York state program for many 
years has been concentrated on the den- 
tal health needs of preschool children. 
New York city has provided care prin- 
cipally for children in the first four 
grades. The New York conference held in 
December 1948' recommended extending 
coverage to underprivileged children in 
the first three grades and intensifying the 
educational programs in dental health 
and nutrition. The same group recom- 
mended treatment of seriously handicap- 
ping malocclusions and prevention based 
on control of caries and suggested legis- 
lation requiring oral examination of the 
newborn and permanent registration of 
cases of cleft palate and harelip. 


EVALUATION OF THE PrRoGRAM.—AIll 
groups participating in a community den- 
tal program will wish to know its results. 
Such measures as the number of pupils 
for whom indicated corrections have been 
made (number who return cards signed 
by the dentist), the number of decayed, 
missing and filled teeth and the number 
of lost permanent teeth recorded may be 
compared at intervals of five years or 
more, to evaluate the progress of the pro- 


eram. 


Adult Programs.—Because of present limits 
on resources, most state conferences have 
concentrated their attention on caries 
control for children. Programs for adults 
usually have been limited to education 
ind mouth rehabilitation services for per- 
sons eligible for public welfare services. 


OrAL Cancer.—The New York confer- 
nce’ devoted some study to oral cancer 
ind recommended an extensive program 
{ education on this subject for both den- 
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tists and laymen. Because cancer of the 
lips, tongue and tonsils often is caused by 
syphilis, inordinate use of tobacco or the 
presence of bad teeth, the following pre- 
ventive measures were suggested to den- 
tists and laymen: 

a. Correction of badly decayed teeth 
with projecting, jagged edges. 

b. Treatment of pyorrhea to remove 
chronic foci of infection and the irritating 
influence of mobile teeth. 

c. Prevention and early correction of 
malocclusions which present irritating ir- 
regularities in the dentition. 

d. Early replacement of missing teeth 
to preclude shifts in position of the re- 
maining teeth, which in turn produce 
malocclusions and food impaction areas. 

e. Correction or elimination of faulty 
dental restorations which are sources of 
irritation. 

f. Discouraging the continued use of 
escharotics in the treatment of soft tissue 
lesions. 


g. Discouraging the excessive use of to- 


bacco. 

h. Discouraging occupational habits 
involving chronic irritation, e.g., the cob- 
bler’s and upholsterer’s habit of using the 
mouth as a reservoir for nails. 

i. Early detection and treatment of 
syphilis. 

j. Discouraging continued use of all 
mouth washes and dentifrices that sting, 
pucker or burn. 

k. Caution against overexposure to the 
actinic rays of the sun and sun lamps to 
eliminate the possibility of lip cancer. 

It was reccmmended that information 
on buccal cancer be disseminated to the 
public through posters, leaflets, newspa- 
pers, radio, talks to lay groups and den- 
tist’s instruction of individual patients. 

Because the dentist is in a position to 
detect oral cancer in its early, readily 
treatable stage, education to make the 
dentist cancer conscious was another rec- 
ommendation of the New York confer- 
ence. The following procedures were sug- 
gested: 
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1. Publication of an extensively illus- 
trated atlas of oral lesions, to be distrib- 
uted free to individual dentists. 

2. Sponsorship of cancer teaching in- 
stitutes for dental society units. 

3. Organization of one-week courses in 
oral cancer for dentists, particularly those 
with hospital connections, who would 
carry on missionary work among dentists 
in their own communities. 

4. Sponsorship of speakers on cancer 
before local dental society meetings. 

5. Organization of a series of colored 
slides and case histories on oral cancer, 
to be made available to dental groups, 
and encouragement of discussions and 
papers on oral cancer at meetings and in 
dental journals. 


INDUSTRIAL DENTISTRY.—The New York 
conference considered industrial dentistry 
also, and recommended that health de- 
partment activities in this field be limited 
to research and education on the indus- 
trial hazards to oral health. 


Basic Recommendations of State 
Conferences 


Although dental health conditions vary 
in different states and within different 
communities within a state, the recom- 
mendations made by the members of the 
fourteen state dental health conferences 
were strikingly similar. Some of the basic 
recommendations are as follows: 


Dental Personnel 


1. The number of dentists in the state 
should be increased to meet the increasing 
demands for dental service. 

2. Efforts should be made to secure a 
better distribution of dentists within the 
State. 

3. Information on dentistry should be 
included in all vocational guidance classes 
in an effort to encourage qualified high 
school pupils to enter the profession. 

4. Economic and social data should be 
obtained regarding communities that 
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need dentists. This information should b 
made available to senior dental student 
and recent graduates in an effort to en 
courage them to establish a practice i: 
such communities. 

5. The facilities of present denta 
schools should be expanded. 

6. Senior dental students should be as 
signed for a period to communities in 
which good health programs exist. 

7. Standards for training auxiliary aids 
should be established by the Council on 
Dental Education of the American Dental! 
Association. 

8. The employment of more hygienists 
by dentists and private and public insti- 
tutions should be encouraged. 

9. Comprehensive courses in pedodon- 
tia should be made available to all den- 
tists within the state. 


Community Programs 


1. Educational programs should be de- 
veloped to increase the public apprecia- 
tion of dental service, especially for chil- 
dren. 

2. The dental profession should assum: 
leadership and participate in all dental 
health programs. 

3. The dental profession should secur: 
the active participation of lay groups in 
planning and operating dental health 
programs. 

4. Local or community councils on 
dental health should be established as 
rapidly as possible. 

5. The American Dental Association 
should make available more dental health 
educational material. 

6. The major portion of the dental! 
health educational program should be di- 
rected at preschool and grammar schoo! 
children. 

7. The personnel of the dental health 
section of the state board of health should 
be increased. 

8. Dental care should be rendered by 
dentists employed in clinics operated not 
for profit; by private practitioners, dental 
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nterns and externs; by dental students in 
linics of approved dental schools and by 
dental hygienists so far as is provided by 


iaw. 

g. Acommunity dental program should 
include dental health education, preven- 
ive dentistry and restorative dentistry so 
far as funds and facilities are available. 

o. Community dental health programs 
should be financed so far as possible by 
local funds. If local funds are not suffi- 
cient, they should be augmented by funds 
from the state or, if necessary, by federal 
funds. 


Demonstration Projects 


1. Demonstration projects incorporat- 
ing the various caries control measures 
should be carried on either in local com- 
munities or in counties, through the co- 
operation of the local or the county den- 
tal society. 

The topical application of a 2 per 
cent solution of sodium fluoride should 
become routine procedure in dental care 
for children. 

Demonstration 
established to show the 
first permanent molars. 

The importance of maintaining de- 
ciduous teeth in a healthy condition 
should be emphasized. 

A thorough study should be made 
of tooth brushing methods with various 
to determine their relative 


projects should be 
effects of loss of 


dentifrices, 
merit. 

6. A public educational program on 
ral cancer should be developed. 

7. Various types of dental health dem- 
nstration projects should be established 
in different sections of the state to deter- 

ine the effectiveness of different types 
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of programs. These projects should be 
evaluated at two-year intervals. 


Responsibilities in the Promotion of 
Dental Health Programs 


The dental profession should be re- 
sponsible for: 
The establishment of state and local 
councils on dental health. 
The establishment of basic policies 
concerning both the educational 
and the service aspect of the pro- 
gram. 
The education and motivation of 
dentists to participate actively in 
the program. 
d. The supervision of the operative 
service. 
2. The medical and nursing professions 
cess be responsible for: 
1. Aiding in the dissemination of den- 
tal health education. 
3. The state and local departments of 
health should be responsible for: 
a. Aiding the program financially. 
b. Providing personnel and service fa- 
cilities. 
The state and local boards of educa- 
tion should be responsible for: 
a. Integrating dental health education 
in the school program. 
5. Civic, service and welfare organiza- 
tions should have representation on the 
council on dental health. These groups 
should be responsible for: 
a. Educating their own members. 
b. Assisting in educating the public. 
6. The council on dental health as a rep- 
resentative civic body should be respon- 
sible for the development and mainte- 
nance of a program that will provide 
optimum dental health to the community. 


Prescription 


EDITORIAL | 


Dentistry 


tried prescription of political medicine that has been standing murkily in the 

bottle for the past ten years. The concoction is being shaken vigorously, and an 
attempt is being made to increase its palatability by adding some artificial color and 
flavor in the form of “mandates” and questionable interpretations of the election 
returns. The prescription has been rewritten, calling for “prepaid personal health 
services,” but it still is compulsory health insurance that goes into the bottle. 


Nica effort is being made to get the American public to swallow the old but un- 


National Health Assembly 


In an effort to convince the American people that it really is necessary, for their 
own good, to swallow this nasty stuff, consultation was sought by the federal govern- 
ment, and more than 800 experts in all fields of health marched into Washington last 
May to attend a National Health Assembly.? After several days of highly conscien- 
tious effort, which was a tribute to the unselfish interest of the health profes- 
sions, a course of treatment for the admittedly ailing patient was prescribed. 

These expert recommendations were heralded with the appropriate gestures of 
public relations—and promptly disregarded. The Federal Security Administrator, a 
layman in the field of health who had called the National Health Assembly to advise 
him, promptly recommended “the mixture as before,” federal compulsory health 
insurance. This brazen effort to use the reputation of hundreds of men and women 
in the health field for the purpose of promoting a dubious scheme with which the 
members of the assembly could not agree should be recognized for what it was: a 
deliberate attempt to palm off a prefabricated political solution for the problem of 
health care in the United States. 

The technical findings of the National Health Assembly represented a great 
contribution to the analysis of the national health problem. The cavalier treatment 
accorded the assembly’s recommendations should immediately raise the question of 
the sincerity of the present sponsors of compulsory health insurance in exploring 
solutions other than their own. 


1. Second National Health Assembly Held in Washington, D. C., May 1 to 4. J.4.D.A. 36:507 (June) 1948. 
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Department of Health, Welfare and Education 


The tactics of the sponsors of the present federal compulsory health insurance 
proposal should give rise to many questions. In the middle of February, an effort was 
made, almost surreptitiously, to get out of congressional committee, without public 
hearings, a bill that would promote the Federal Security Administrator to cabinet rank 
as Secretary of Health, Education and Welfare. Does this action indicate real interest 
in human health, or is it the undemocratic gesture of a politician who seeks his own 
interest at no matter what cost? 

For more than ten years the American Dental Association? and the American 
Medical Association have asked the federal government to create a cabinet post 
for health, with a physician having the status of secretary. The American Dental 
Association has asked additionally that the undersecretary be a dentist, so as to 
insure professional supervision of dental health services. In the face of such long- 
continued advocacy, it is a reasonable assumption that these national health 
organizations would wish to be heard when the Congress began to consider legislation 
on this topic. Yet the right to be heard was nearly denied them by the stalwarts 
who wish to sell federal compulsory health insurance at any cost. 


S. 5 


The text of Senate Bill 5, with that of its counterparts in the House of Representa- 
tives, presents its own best commentary. It is an 84 page maze of obscure passages, 
deliberately clouded meanings, tricky phrases and legalistic mumbo jumbo which 
is intended to hide the real significance of the proposed program. The authors of the 
bill play the seedy trick of not spelling out the legislation, leaving important problems 
of administration to the ever amenable rules and regulations. 

S. 5 takes grotesque advantage of the public’s real need for better health measures 
by proposing a program that never has been tried in this country and has not worked 
well anywhere else. The bill evades the embarrassing revelation of the source from 
which money to support the program is finally to come. It gives an irrevocable promise 
of an unending “treatment” program by placing little emphasis on the prevention 
and control of diseases and on health education. It banishes dental care into the 
classification of an “additional benefit,” to be provided when and if funds are 
available. It makes a show of placing the control of the program in the community, 
while keeping tight the rein of federal domination. It imposes lay control over 
professional experience and training. It creates a mighty administrative machine 
which will have to be kept runnning by tax funds. S. 5, in summary, is as dangerous 
for what it does not say as for what it does say. 


Consultation with the Professions 


In the decade since the announcement of the National Health Program in 1938, 
no effort has been made by the federal government to consult formally with the 
health professions in the design of a satisfactory legislative program. The only 
gestures in that direction were the public hearings on pending legislation and the 
National Health Assembly, whose recommendations were flung aside by the Federal 
Security Administrator. 

Human health should not be so lightly held that it can become the province of 
any group of laymen regardless of the advice of those who have devoted their lives 
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to the study of its problems. Yet the present program of the federal administration, 
as embodied in S. 5, does not have the support of any major health group. Surely 
this circumstance should bear profoundly on the acceptance of the proposed program 
by the American people. 

In 1938, the American Dental Association recorded publicly its willingness to 
meet with representatives of the federal government to discuss and develop an 
improved national program for dental health. Such offers have been reiterated 
throughout the years. They still stand, but not on the unchangeable premise that 
federal compulsory health insurance is the only solution of the health problem in 


this country. 


Alternate Programs 


The American Dental Association has opposed, and opposes, a system of federal 
compulsory health insurance because it does not represent a practical, economical 
and scientific approach to the problems of dental disease. But the Association has 
not offered opposition alone. It has urged the adoption of a constructive program 
under which the national dental health can be improved. It has sought its own 
legislation in order to put the initial part of this program into effect. 

While these constructive efforts were going on, the sponsors of compulsory health 
insurance were blithely ignoring their responsibility to national dental health by 
refusing to discuss any program other than the federalization of the health services. 
The public must weigh this fact before entrusting the future of its health services to 
a group which so callously disregards its welfare. 

The American Dental Association will continue to work for the improved dental 
health of the nation. It remains willing to discuss problems of dental health with 
any group, governmental or private. It will march with medicine and the other 
health professions toward the goal of improved national health. 

The American Dental Association will oppose S. 5 and all bills which attempt to 
federalize the health services. It will continue to place the facts before the public. 
It will not stand by to see the health of the nation made the private enterprise 
of politicians and government planners. 
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NEEDS AND 
DEMANDS 


Planning for 
Dental Health 


Services 


Melvin L. Dollar 


MORE INFORMATION ON AMERICA’S DENTAL HEALTH NEEDS MUST 


BE 


CAN BE DEVELOPED. 


OBTAINED BEFORE A SATISFACTORY 
PRESENT 


PROGRAM 
HOWEVER, 


HEALTH 
INDICATES, 


DENTAL 
INFORMATION 


THAT THE SOLUTION TO THE PROBLEM LIES IN COMMUNITY DENTAL 


CARE PROGRAMS FOR CHILDREN, 


HEALTH INSURANCE. 


r IS NOT surprising that proposals for 

legislation to meet the health problem 

of America persistently recur. Facts 
are stubborn things. The facts are that 
the American public is not receiving 
adequate health care; that medical and 
dental science have advanced far beyond 
their present general application ; that the 
economy of the country can well support 
the provision of more health care than 
the public receives today. These facts do 
not necessarily add up to compulsory 
health insurance. They do add up to a 
need for a comprehensive and coordi- 
nated plan of attack, since individual and 
sporadic efforts cannot cope with the 
problem. They do add up to an unde- 
niable need for the government, as rep- 
resentative of the people, and the health 
professions to get together to find a work- 
able plan to meet the health needs of 
the public. 

Che dental profession is in a particu- 
larly good position to assume leadership 
in national planning for dental health 
care. Through the past controversial dec- 
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NOT IN NATIONAL COMPULSORY 


ade the dental profession consistently has 
taken a positive rather than a negative 
stand regarding the health problems of 
the nation. The dental profession has 
fully recognized that there is great un- 
met need for dental care and that the 
resources of the profession are taxed in 
meeting the need. While the official po- 
sition of the profession has been ‘n op- 
position to compulsory health legislation, 
it always has been willing to discuss the 
issues. The profession already has taken 
the lead in proposing national legisla- 
tion to finance a program of research and 
dental service to children. The willing- 
ness of the profession to cooperate with 
government in meeting the dental prob- 
lem marks it for all time as one of the 
most forward looking and socially con- 
scious of the professional groups. 

The framers of compulsory health in- 
have 
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dodged the question of coverage for den- 
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tal care. They recognize the need, but 
lack the information necessary to ap- 
proach the problem. If the dental profes- 
sion wished to do so, doubtless it could 
avoid inclusion in any plan for many 
years to come by the simple expedient of 
going quietly about its business and ig- 
noring the entire matter. Repeatedly, 
however, the organized dental profession 
has demonstrated that it has no intention 
of shirking its social responsibility. The 
profession has worked tirelessly to find 
basic causes of dental disease. It also has 
given serious consideration to ways and 
means of making both preventive and 
corrective services more readily available 
to everyone than they are today. It has 
encouraged experimentation in ways of 
improving the distribution of dental care. 
It is to be expected that the profession 
will continue in its role of leadership in 
any program which may be set up by 
government. 

If the dental profession is to be suc- 
cessful in its leadership, it must plan 
intelligently to meet the dental needs of 
the public. Intelligent planning always 
is based on knowledge. All members of 
the dental profession should understand 
the complex factors involved in achiev- 
ing adequate distribution of dental care 
in the United States. The problem is 
more than economic; it is sociologic and 
technical as well. Much of the informa- 
tion that is needed is not yet available. 
It has yet to be dug out and thought out. 


Determining Dental Needs 


The question “What are the dental 
needs of the population?” is not to be 
answered simply with a few statistics giv- 
ing the average number of defects exist- 
ing in the teeth and supporting tissues 
in the mouths of the population. Such 
statistics tell only the accumulation of 
needs at the particular moment and are 
of theoretic interest only in calculating 
how many dentist-hours it would take, if 
dentists were available for the job, to re- 
store the mouths of the population to 
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good condition for the moment and in 
calculating the theoretic cost of provid- 
ing this theoretic service. Such statistics 
are important in determining the magni- 
tude of the problem of dental care, but 
many other facts are needed to form a 
basis for planning a program to meet 
these needs. It is important, also, to know 
the needs of each age group and each 
economic and social group. It is impor- 
tant to know the rate at which each type 
of need develops at different age levels. 
It is important to know the extent to 
which ignorance of dental hygiene, in- 
ability to pay for dental care and the 
lack of dental facilities in the community 
account for the accumulation of needs. 
It is important to know what changes 
in the dental condition of the average 
person may be achieved through regular 
care. Some of this information is avail- 
able; some of it can be derived only by 
inference, and some is not available at 
all. 


Prevention Comes First 


It is generally agreed by all who are 
informed on the subject that any sound 
comprehensive dental program must be 
based on preventive services given at reg- 
ular intervals to check infection in its in- 
cipient stages. A preventive program as- 
sumes that the participants have healthy 
mouths before they are put on a program 
of regular maintenance care. It is known 
by every dentist from his clinical ob- 
servation that among the adolescents and 
adults in the population there is a great 
accumulation of uncorrected dental de- 
fects. Surveys have shown the number 
of untreated dental defects among the 
population to represent a staggering total. 
This accumulation of defects is commonly 
referred to as “initial dental need,” since 
it represents a need that would have to 
be taken care of at the beginning of a 
program of regular maintenance care. 
The magnitude of this “initial dental 
need” has proved to be the stumbling 
block in most plans for a program of 
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dental care for adults. Both the cost and 
the man-hours of dentist time that would 
be required to correct existing dental de- 
fects are staggering. 

A broad outline of prevailing dental 
conditions in the nation may be helpful in 
the determination of how best to utilize 
existing dental manpower. Ordinarily in 
a discussion of dental needs attention is 
centered separately on each type of need 

on the need for fillings, for extractions, 
for prosthetic restorations, for periodontic 
treatment, for orthodontic treatment and 
for oral surgical procedures—in relation 
to age and sex. Although malocclusions, 
diseases of the soft tissues of the mouth, 
injuries and bone disturbances add their 
quota to national dental needs, no 
authentic information is available on 
their prevalence. Therefore, their im- 
pact on dental health has not been con- 
sidered in this discussion. Some informa- 
tion on the need for fillings, extractions 
and prosthetic appliances is available. 
However, consideration of these limited 
needs separately gives only a two dimen- 
sional view of the problem. The needs 
for fillings, bridgework and dentures are 
not independent of one another, but are 
intimately connected with and influenced 
by each other and by other dental needs. 
The interrelation between all these needs 
furnishes a third dimension to the anal- 
ysis, and gives an important perspective 
to the problem. 


Cycles and Neglect 


The cause of development and destruc- 
tion of the dentition follows a cyclic pat- 
tern. It begins with the formation of the 
tooth buds in the embryo and usually 
ends with loss of the teeth in old age. 
The progression of growth and decay 
gives rise to dental needs which char- 
acterize each cycle and can be identified 
roughly in the average person’s life with 
certain age spans. The cycles of need are 
overlapping rather than continuous, each 
new cycle beginning before the old one 
is completed. 
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To identify them for the purpose of 
discussion, these cycles of dental develop- 
ment may be assigned arbitrary names. 
The first cycle is that of the deciduous 
teeth. Eruption, decay, premature loss 
and exfoliation begin about the first year 
of life and terminate about the twelfth 
year. While this cycle presents the need 
for fillings and occasionally for space 
maintainers, the early arrival of natural 
replacements prevents this period from 
presenting the complicated problems of 
prosthesis that accompany tooth loss later 
in life. During this cycle, about seven 
fillings on the average are needed at the 
current level of health care. Lack of 
proper hygiene and of early attention to 
caries during this period frequently leads 
to early loss of teeth. Teeth lost early 
through neglect rarely are replaced with 
space maintainers, and frequently the 
permanent teeth come in with improper 
alignment. Poor alignment often results 
in trauma that accelerates deterioration 
of the dentition. 

With the arrival of the permanent 
teeth, the second cycle of need, the need 
for fillings in permanent teeth, begins. 
At the present level of dental health (it 
might be more accurate to say “at the 
present level of dental neglect’) , the need 
for fillings accumulates rapidly, and by 
the age of 15 the average child needs 
seven fillings.? From this point on, the 
need for fillings decreases regularly. About 
four fillings are needed at the age of 40, 
and at the age of 60, less than one filling 
is needed by the average person. The de- 
crease in the need for fillings is by no 
means an indication of improvement in 
dental health. It indicates, rather, that 
by the age of 15 deterioration of the 
dental structure has progressed to the 
point where tooth loss and the need for 
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more radical procedures, such as inser- 
tion of crowns, reduces the number of 
tooth surfaces where repair by fillings 
can be made. 

Through neglect, tooth loss mounts 
rapidly, until at the age of 25 more than 
30 per cent of dental patients require a 
bridge of one or more units. The third 
cycle, that of extractions and bridge- 
work, may be said to predominate. Need 
for bridgework continues at about the 
same level through age 35, at which point 
it begins to decline sharply. Progressive 
tooth loss gradually reduces the percent- 
age of persons for whom restoration by 
bridgework is possible. The number of 
persons requiring full dentures rapidly 
increases. 

At the age of 40, about 30 per cent of 
dental patients require dentures, and the 
last cycle, that of full dentures, has come 
to predominate. By age 60, more than 
60 per cent of dental patients need one 
or more dentures. 


Relating Cycles to Income 


It should be emphasized that the re- 
lation between the cycles of dental need 
described here is not static, but may be 
shifted radically by changes in the pat- 
tern of dental care received. The effect 
that may be realized from improved care 
is demonstrated in part by differences in 
the pattern of these cycles of need among 
the low and high income groups.’ These 
differences are attributable largely to dif- 
ferences in the amount of dental care 
received by each income group. The aver- 
age need for fillings in young persons is 
considerably less in the upper than in the 
lower income group. Significantly, the 
need for fillings in later years is at a 
higher level for the upper than for the 
lower income group, indicating that in 
this group more teeth have been retained 
to require fillings. The “bridgework 
cycle” appears later and remains pre- 
dominant longer in the upper than in the 
lower income group. This again indicates 
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retention of more natural teeth by the 
upper income group, making possible a 
longer period of restoration by bridge- 
work rather than by dentures. In the up- 
per income group the “full denture” 
cycle appears much later and never comes 
anywhere near the incidence it attains 
in the lower income group. 


Contrasting Two Groups 


It is recognized, of course, that even 
in the upper income group there is great 
neglect. Because of this fact, the com- 
parison of the dental cycles for the two 
groups gives only a partial indication of 
the radical shift in these cycles attainable 
through adequate dental services. For 
example, the study of Dorothy Fahs Beck* 
indicated that when regular care is re- 
ceived, the need for fillings is at a maxi- 
mum at the age of 15, when only three 
fillings are required, and decreases until 
at the age of 60 less than one is needed. 
This is in contrast to the need for seven 
fillings at age 15 for the average person. 
More striking was the finding that in a 
group receiving adequate care the aver- 
age need for extractions never exceeds 
about 0.5 per year, in contrast with the 
average need for more than eight ex- 
tractions at middle life in the lower in- 
come group. Under these conditions it 
appears likely that with adequate dental 
care for the population, the fourth cycle, 
that of full dentures, would cease to be 
the dominant cycle at any age level. 


Complexity of the Problem 


This discussion on dental needs is pre- 
sented not with any thought that the 
statistics included might provide a basis 
for planning, but to demonstrate the com- 
plexity of the problem of dental need 
and to point out some of the effects a 
comprehensive program of dental care 
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might have on the pattern of dental 
needs. This type of analysis of dental 
needs should be helpful in considering 
how best to utilize limited funds and 
limited personnel in any program which 
may be set up. 

It is obvious that any immediate large 
scale progranr that attempted to reach all 
the population could only lower some- 
what the average level of all types of 
needs, and that the relation of the dental 
cycles consequently would remain rela- 
tively unchanged. On the other hand, a 
concentration of effort on young per- 
sons, if followed through with a long 
range program of increasing dental per- 
sonnel, could completely revise the rela- 
tion of the dental cycles within a genera- 
tion. The cycle of fillings in permanent 
teeth would continue through age 60 to 
be predominant, but there never would 
be a high level of need. Since fewer teeth 
would be lost, the extraction and bridge- 
work cycle would start later in life and 
remain significant throughout life. The 
full denture cycle would be postponed to 
late in life and never become predomi- 
nant. Further development of fluoride 
therapy and other preventive measures 
may, of course, change the entire pattern 
of dental needs. All indications point to 
the wisdom of concentrating available 
resources on young persons, to assure 
sound teeth to the coming generation. 


Demand for Dental Care 


It may contribute to understanding of 
the demand for dental service to describe 
it in terms of three major dimensions. 
These may be named arbitrarily “total 
need,” “effective demand” and “potential 
demand.” Total need represents the out- 
side dimensions of demand for dental 
service if all needs were to be met. The 
desire for dental care coupled with the 
ability to obtain dental care may be des- 
ignated as effective demand for service. 
The desire to receive dental service, with- 
out regard to the practical consideration 
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of ability to obtain care, may be desig- 
nated as potential demand for care. 

On only one of the three dimensions 
of dental demand, that is, total need, are 
any statistics available which represent 
more than a guess. The total dimensions 
of dental need are tremendous. To illus- 
trate, the average adult needs about four 
and one-half fillings alone.? This means 
a total current need among adults for 
about half a billion fillings. Assuming 
that it would require about twenty min- 
utes of a dentist’s time for each filling (a 
low estimate), approximately 100,000 
dentists would have to work a year to 
meet this need alone. While they were 
completing this job, new needs would 
arise that would keep them busy for the 
following six months. When all other 
needs are added to the need for fillings, 
the total becomes staggering; yet the ulti- 
mate goal must be to provide services and 
to create an effective demand equal to 
need. 

The area of effective demand cannot 
be measured directly from any available 
data, but it can be estimated from the 
total expenditure for dental care. The 
total expenditure for dentistry in the 
United States in 1941 was estimated at 
five hundred million dollars.* The cost of 
meeting the total need existing at that 
time would have been about five billion 
dollars.° These data indicate that the total 
effective demand for dental service that 
year was only about one tenth of the 
total need for dental service. 

Potential demand, the demand that 
would exist if all barriers of cost and 
availability of service were removed, is 
even more difficult to measure than ef- 
fective demand. The measurement is im- 
portant, however, for it represents the 
probable demand for service if a com- 
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prehensive dental health program were 
introduced under a compulsory health in- 
surance plan. Some indication of the di- 
mensions of potential demand may be 
gained from the study made by Selwyn 
Collins.* He found that in the upper in- 
come bracket ($5,000 per year and over) 
proportionately five times as many per- 
sons visit the dentist as in the lower 
income group (under $2,000 per year). 
Those in the middle income groups visit 
the dentist in proportion to their in- 
comes. In the families studied, the dif- 
ferences in the amount of dental service 
at different income levels varied even 
more. For example, the number of fill- 
ings placed in persons in the upper in- 
come group was ten times greater than 
the number placed in those in the lower 
income group. 


A Missing Link 


While the differences in effective de- 
mand give some indication as to po- 
tential demand for dental service, one 
factor important to an estimate is missing. 
The demand for dental care is affected 
not only by the ability to pay for dental 
care but by the level of dental health 
education. The differences in health edu- 
cation have been great among various 
sections of the population. However, the 
intensive educational effort that has been 
made by the dental profession and the 
public health agencies has gone far 
toward leveling these differences. 

The relation between need, effective 
demand and potential demand is not 
static, but highly dynamic. Effective de- 
mand has fluctuated from year to year in 
direct ratio to national income. When 
national income dropped from eighty- 
three billion dollars just prior to the de- 
pression to forty-two billion dollars dur- 
ing the depression, expenditure for den- 
tal service dropped from five hundred 
and fifty million to two hundred and 
eighty million dollars. During the depres- 
sion years, Americans got out of the habit 
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of going to the dentist. Not only effective 
but potential demand declined. When the 
buying power of the public was restored, 
the purchase of dental service lagged. In 
1941, when the national income had 
reached 112 per cent of the 1929 level, 
the purchase of dental service had risen 
only to 92 per cent of the 1929 level. 


Full Employment and Demand 


Unfortunately there are no data on 
current demand for dental care. It is 
general knowledge, however, that the de- 
mand is far greater than it ever has been 
before. Full employment is the most ob- 
vious factor contributing to the increase 
in demand for care. A less obvious but 
equally important factor is a rapid rise 
in dental health education. The efforts 
of the dental profession to educate the 
public are bearing fruit. The experience 
of the youth of the nation in receiving 
dental care in the armed services during 
the war is resulting in an increased ap- 
preciation of dental health. 

The rising public demand that govern- 
ment assume an increasing measure of 
responsibility for health services fre- 
quently is attributed to the efforts of en- 
thusiasts who have pushed the drive for 
legislation. Doubtless, their weight has 
been felt. The real driving force shaping 
public opinion, however, has been the 
effective health education program car- 
ried out by the health professions. 
Through these educational efforts the 
public has been made health conscious. 
The result has been a great increase in 
both effective and potential demand for 
dental care. Persons in the marginal in- 
come group on the dividing line between 
effective and potential demand have been 
influenced to dig a little deeper in their 
pockets to purchase more dental service. 
Beyond this borderline, persons who de- 
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sire dental care but cannot afford it have 
increased in numbers and in insistence 
through the health education program of 
the professions. The unmet needs of these 
have resulted in dissatisfactions with the 
present system of distributing health 
services. These dissatisfactions are crystal- 
lizing in demands for assistance through 
planned programs of health care. 


Creating a Sound Plan 


The gaps in information necessary to 
sound planning for dental care are great. 
Further study is urgently needed to close 
these gaps. However, the dental profes- 
sion should not allow itself to become so 
enmeshed in the study of problems that 
it procrastinates in doing anything con- 
crete about them. Studies should not be 
an end in themselves, but an integral part 
of a broad plan to make services more 
readily available to the public than they 
now are. 

With the information at hand, the 
broad outlines of a comprehensive plan 
to meet the dental health needs of the 
nation should be drawn. Where infor- 
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mation is needed to implement planning 
within this framework, studies should be 
made to supply the answers. Studies of 
the dental problem made to date cer- 
tainly are valuable, but the persons re- 
sponsible for making them doubtless 
would be the first to admit that they have 
been sporadic and generally unrelated to 
any central plan. All the agencies work- 
ing in the dental health field should take 
a page from the plan of coordinated re- 
search that led to the development of 
atomic power during the war. Another 
kind of war is being waged at this time, 
a war against dental disease and neglect. 
The best efforts are needed. 

The best laboratory in which to study 
many of the problems in the organiza- 
tion and operation of a dental care pro- 
gram is a dental care program. Drawing 
on knowledge now available and knowl- 
edge that can be obtained with intensive 
application in a short time, the dental 
profession would do well to sponsor the 
establishment of large scale pilot pro- 
grams. Out of such programs experience 
could be gained that would make possible 
sound planning on a national scale. 


Ewing Pulls a Boner.—The administration plan for compulsory sickness insurance is “no more 
socialistic than fire insurance,” claims Oscar Ewing, federal security administrator. 


This strong champion of the compulsory, government operated plan of financing medical 
care is quite frequently a little careless with the way he uses facts and figures. Very often he 
is more than a little extravagant in his claims. In this case, he is also inept in his comparison. 

Fire insurance in America is not “socialistic,” of course. But neither is it compulsory or 
government operated—and the nationalized medical care “insurance” plan that Mr. Ewing 
supports is both compulsory and government operated 

So, if Americans want to follow the “nonsocialistic’” pattern of fire insurance, they will 
protect themselves against the cost of the catastrophe of severe illness as they protect themselves 
against the cost of the catastrophe of fire. They will depend on nongovernmental agencies, 
commercial or “nonprofit” organizations, mutual, co-operatives and the like. And they will 
reject the administration’s cumbersome, bureaucratic system for financing and administering 
medical care and services, whether it can be called “socialistic” or not-—Milwaukee Journal, 
January 18, 1949. 


Fourth 


estate 


THE PUBLIC PRESS 
VIEWS COMPULSORY 
HEALTH INSURANCE 


ACROSS THE NATION NEWSPAPERS ARE SPEAKING OUT AGAINST 


CURRENT COMPULSORY 


HERE. 


cross the nation newspapers are 

speaking out against the compulsory 

health insurance proposals of Presi- 
dent Truman and Federal Security Ad- 
ministrator Oscar Ewing. THE JouRNAL 
has obtained permission to reprint the 
following excerpts from newspaper edi- 
torials and columns. Portions of columns 
by Dorothy Thompson are reprinted by 
special permission of the Chicago Daily 
News and The Bell Syndicate, Inc. : 


LET'S HAVE PLENTY OF LICHT | 
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HEALTH INSURANCE PROPOSALS. A FEW OF 
THE MORE FORCEFUL EDITORIALS AND CARTOONS ARE REPRODUCED 


566 


No Free Medicine 


Public Medicine—‘“Free” medical care 
supported by a tax on _payrolls—has 
been demanded by President Truman, 
appears in the proposed new budget, and 
is supported by humanitarians who rec- 
ognize that many people who need medi- 
cal care are unable to get it at a price 
they can afford. 

But what must be emphasized is that 
the statement of a need never implies 
the remedy. It is argued: “We have free 
public education; why no free medi- 
cine?” 

But the problems are radically differ- 
ent. In education, the state gives in- 
struction to persons between certain ages, 
under a fixed curriculum, and according 
to agreed-on standards. The number to 
be taught is statistically computable; the 
amount and duration of the effort is de- 
fined; and the cost, therefore, can be 
budgeted. 

None of these computable needs is 
present in public medicine. It under- 
takes to furnish service to every citizen 
of any age who is sick, or who thinks he 
is sick. Possible diseases or phases of 
them are almost limitless and range from 
hypochondria through thousands of or- 
ganic disturbances to psychoneurosis. 
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Fourth Estate 


No system of socialized medicine ever sf 


has been able to devise a budget. If 
Congress expects to cover costs by the 
proposed payroll tax, let this columnist 
predict that the costs will not be so cov- 
ered. The British system exhausted its 
annual funds within three months.— 
Dorothy Thompson in the Chicago Daily 
News. 


Socialized Dentistry 


Our comments on the fearsome snarl 
of red tape inherent in proposals for 
federalized medical care prompted an 
ex-service man to bring us a letter from 
the Veterans Administration. It was the 
latest in a batch of correspondence relat- 
ing to his efforts to get some dental work 
done by an agency already socialized 
It read: 


Further reference is made to your applica- 
tion for outpatient dental treatment, and you 
are advised that the dental phase of your 
claim has been reviewed by the appropriate 
service of this office, and a decision was ren- 
dered which establishes service connection 
for the following teeth: Nos. 8-16-28-29-30 

If there is evidence available to you which 
n your opinion would warrant a different de- 
cision, such evidence should be immediately 
submitted to this office for reconsideration of 
your claim. If you have no further evidence 
to submit, but have substantial reason to be- 
lieve that the decision is not in accordance 
with the law and the facts in your case, you 
may appeal to the Administrator of Veteran 
Affairs at any time within one year of the 
date of this letter. . . 

P.S. Tooth No. 16 is a wisdom tooth and 
according to the rules and regulations of the 
Veterans Administration wisdom teeth ar 
not replaceable 


It may be that the V.A. could not 
operate its affairs without this cumber- 
some system, but that is no argument for 
extending the procedure to cover all 
medical care for all civilian Americans. 

Chicago Daily News, December 20, 
1948. 
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New York Sun 


Eggs Can't Be Unscrambled 


This compulsory health insurance 
plan of the administration is no social 
experiment. It is final surrender. Let gov- 
ernment take over the major responsi- 
bility for distributing and financing 
medical care, and there will be no turn- 
ing back, no matter how great the con- 
fusion or how great the disappointments. 
The old patterns will have been broken 
once and for all. The eggs cannot be un- 
scrambled. 

That is why so many laymen, with no 
interest except in seeing all Americans 
get the best medical care possible, are 
urging that there be no hasty and ill 
considered acceptance of any com- 
pulsory, government controlled health in- 
surance program.—From the Milwau- 
kee Journal. 


The Awakening 


The determination of the medical pro- 
fession to resist this form of socialism 
is an encouraging sign. It signifies an 
awakening on the part of professional 
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To Be Bottled Up Together? 


Houston Chronicle 


men to the dangers of governmental in- 
terference in the private lives of the citi- 
zens. It is not an original thought with us 
that if medicine can be socialized, why 
would not the legal profession follow in 
order and then businesses of every type. 
The doctors should not make the mis- 
take, however, of going about their cam- 
paign with a negative attitude. They 
must show the American people what 
medical science, unhampered by govern- 
ment, has been able to do to increase the 
length of life and alleviate suffering. 
From the El Dorado (Ark.) Daily News. 


It Has a Great Joker 


I am not against compulsory health 
insurance because it is socialistic, but be- 
cause it is the application of national 
socialism in the least appropriate field. 
Also, I have lived under such medical 
systems in England, Austria, and Ger- 
many, and they were awful. 

The great joker in all these schemes 
is that they are put forward as “free,” 
meaning something for nothing. Let their 
proponents at least tell the truth. What 
is advocated is compulsory insurance. 


The Journal of the American Dental Association 


Every worker in this country will have 
the cost subtracted from his pay enve- 
lope, and added (by his employers) to 
the price of everything he buys. He will 
be paying for unused aspirins when he 
needs the money to buy oranges. He will 
be supporting innumerable filing clerks 

a horrendous paper staff for 150,000,- 
000 people. When and if he gets ill, he 
will find himself as one of the 50 pa- 
tients (half of them hypochondriacs bent 
on getting service for their money) whom 
a physician must examine in an hour! 

And if he is really ill—and finds that 
under the slap-happy methods of over- 
worked doctors, whose fees are assured 
anyhow, he gets not better but worse- 
he finally will, in desperation, consult 
one of those private physicians who re- 
fuse to join the assembly line and, atop 
all he already has put up, week by week, 
pay a private fee—Dorothy Thompson 
in the Chicago Daily News. 


Free Choice? 


Most of the nation’s leading doctors 
oppose the plan on the grounds that it 
would mean socialized medical care. . . . 
If your doctor . . . chose not to partici- 
pate, you would have to change doctors 
in order to have your medical bills paid 
by the government. If you chose to re- 
tain the doctor you already had . . . your 
medical bills would be materially in- 
creased, as you would be paying the new 
tax in addition to your own medical 
bills—From the Fort Worth (Tex.) 
Star-Telegram. 


Tinkering With Health 


Medical science in the United States 
has held for many years a position of 
world preeminence. 

Teaching, practicing and improving 
the art of healing have been brought in 
this country to a peak of excellence that 
overshadows the reputation of pre-Nazi 
Germany or pre-war England. 

Here the great adventures in the con- 
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Fourth Estate 


quest of disease are being carried for- 
ward on an unprecedented scale by a 
profession free from government control. 

Here the dangers of epidemic disease 
are less than in any country of the world. 

Pneumonia has been licked. Tubercu- 
losis is off the list of major killers, with 
the day in sight when it may be wiped 
out entirely. Thousands of scientists carry 
on the war against cancer. Diseases of the 
heart are yielding to research and educa- 
tion. So on in every field. 

Now, however, there is a subtle cam- 
paign on foot to discredit the accom- 
plishments of the medical profession. It 
stems, of course, from the boys who “can 
do it better,” the bureaucrats who would 
like to see medicine socialized, controlled, 
and regulated——From the New York 
Daily Mirror. 


British Civil Servants 


The relationship between family doc- 
tor and patient is part of our mores, not 
merely a professional relationship. Before 
a “socially minded” Congress is tempted 
to tamper with it, it would do well to 
scrutinize the results of “socialized medi- 
cine” as established by England’s Labor- 
ite government. 

Thanks to socialized medicine, British 
doctors have been “demoted” from their 
standing as professional men of science 
to mere “civil servants’”—to be ordered 
around by the “we wants our bleddy 
rights” type of cockney. 

Worst of all, with so much of their 
time taken up by minor or imaginary 
cases, there is less time for patients most 
in need of unhurried diagnosis and lei- 
surely consultation.”—-From the Rich- 
mond (Va.) Times-Dispatch. 


Professional Correction 


The medical profession faces a fight 
for its life. Compulsory health insurance 
note “compulsory”—through the tax- 
ing power is the last step before social- 
ized medicine. A few physicians . . . have 
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hurt the reputation of the whole profes- 
sion. The answer is correction within the 
profession. . . . Socialized medicine . 
results in poorer medical care and in- 
ferior physicians—From the Dallas 
(Tex.) Morning News. 


No Novelty 


National, contributory health insur- 
ance is no novelty. It is as old as Bis- 
marck who, after checkmating the Ger- 
man Socialists, offered as an antidote to 
their panaceas his own plan of Prussian- 
dominated paternalism. This included 
old age and sickness insurance for the 
industrial worker. “Give the working- 
man work as long as he is healthy,” said 
Bismarck, “assure him care when he is 
sick, guarantee him maintenance when 
he is old.” The Iron Chancellor was no 
passionate devotee of democracy. This 
was merely one of the props he built for 
a dictatorial, militaristic government 
which culminated in Hitler’s police state. 

Charles A. Merrill in the Boston Sun- 
day Globe. 


Socialized Medicine 


Chicago Daily News 
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President, 


“LET THE PEOPLE KNOW": 


A FINAL COMMENT American Dental Association 


HIS SPECIAL ISSUE OF THE JOURNAL represents still another 
effort on the part of the American Dental Association to let the public and the 
profession know that “compulsory health insurance is not the answer” to the health 
problem in the United States. The special issue should be a source book for all of 
those who would be informed—as citizens and professional men—on an issue which 
has the gravest implications for all of the American people. 

In the foregoing pages will be found expert testimony on the futility of the 
political approach to improved national health. A strong case against the socializa- 
tion of the dental profession is drawn from the still young experiment in Great 
Britain. The resources of the dental profession in this country are matched against 
the benefits which current 'egislation proposes, and the conclusion is inevitable 
that the proponents of compulsory health insurance are making promises which 
can not be kept in this or any generation. The “fact and fallacy” of compulsory 
health insurance as a system are analyzed in terms of its false assumptions, its cost 
and its heavy burden of taxes. All of these articles, and many others, bristle with 
facts that are an effective counterbalance to the glistening promises and smooth 
generalities of the proponents of a system of federalized dentistry. 

The heart of the special issue, however, will not be found in the realistic appraisal 
of the fatal shortcomings of compulsory health insurance. It will be found in the 
proposal of the American Dental Association for a practicable solution to the 
problem of improved dental health in this country. This program was born out 
of a scientific knowledge of dental diseases; out of a thoughtful analysis of the 
nation’s dental resources and out of the deep conviction that every generation is 
willing to make sacrifices so that those who follow may have happier and healthier 
lives. This program, obviously, will not be as dramatic and attractive as a program 
which promises something for nothing. But it is a program which can be carried 
out now without unending expenditures, without burdensome taxes, without creating 
a huge, new administrative structure, without sacrificing future dental health for 
present political advantage. 

This is the message which must be brought to the attention of all of the people. 
To this task, every professional man must dedicate himself—not only in the months 
ahead but in the years ahead. I urge every member of the Association to take as 
his personal assignment for the future the most important one of “let the people 
know.” Unless this assignment is discharged successfully by dentists everywhere, 
the fruits of a century of service by the dental profession to the American people 
will be seriously jeopardized. 
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